COPD self-management education : Vietnamese nurses' intention to educate, influencing factors and knowledge base by Huynh, Thuy Phuong Hong
COPD SELF-MANAGEMENT 
EDUCATION: VIETNAMESE NURSES' 
INTENTION TO EDUCATE, 
INFLUENCING FACTORS AND 
KNOWLEDGE BASE 
Ms. HUYNH THUY PHUONG HONG 
BSN,MANP 
Submitted in fulfilment of the requirements for the degree of 
Masters by Research 
Faculty of Health 
Queensland University of Technology 
2014 
 COPD SELF-MANAGEMENT EDUCATION: VIETNAMESE NURSES’ INTENTION TO EDUCATE, 
INFLUENCING FACTORS AND KNOWLEDGE BASE i 
Keywords 
Chronic Obstructive Pulmonary Disease, COPD, self-management education, 
knowledge, educational practice, intention, nurses, Vietnam 
 COPD SELF-MANAGEMENT EDUCATION: VIETNAMESE NURSES’ INTENTION TO EDUCATE, 
INFLUENCING FACTORS AND KNOWLEDGE BASE ii 
 
Abstract 
Background: As the third leading cause of death in Vietnam, chronic 
obstructive pulmonary disease (COPD) has created a significant burden for the 
Vietnamese healthcare system. The chronic nature of COPD has driven research in 
the area of self-management education. In Western countries there is evidence that 
self-management education for COPD patients facilitates an improved quality of life 
and lower hospital readmission rates. 
 
Aims:  The aim of this study is to examine self-management education 
practice delivered by Vietnamese nurses to COPD patients. This study also aims to 
assess the level of COPD knowledge possessed by Vietnamese nurses and which 
factors influence their intent to deliver COPD self-management education. 
Additionally, this study will describe the characteristics of Vietnamese nurses who 
work in COPD specialty areas. 
 
Methods: A cross-sectional survey was distributed to nurses working in 
COPD specialist areas across four tertiary level specialty hospitals in Ho Chi Minh 
City, Vietnam. A 7 point Likert scale was used to assess the frequency of nurses’ 
educational practices, nurses’ intention to deliver self-management education and the 
factors influencing this intention, as suggested by the Theory of Planned Behaviour. 
Data were examined using descriptive and correlation statistics.   
 
Results: Of the 143 nurses working in specialist COPD practice, 124 
completed the survey (86.7%). Using the Bristol Knowledge scale to measure COPD 
knowledge, Vietnamese nurses’ knowledge specific to COPD was determined to be 
low. However, many nurses reported they were likely to deliver COPD self-
management education (M = 4.79. SD = 1.79). The following factors were found to 
positively be associated with  nurses’ intention to deliver education: age (p = 0.028); 
work experience (p = 0.044); attitude (p = 0.017); and Perceived Behavioural Control 
(p = 0.000).  
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Conclusions: Vietnamese nurses are likely to provide self-management 
education to COPD patients; however, their knowledge about COPD appears 
insufficient to provide this education. Methods of improving Vietnamese nurses 
knowledge about COPD should be explored in future research. 
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Chapter 1: Introduction 
1.1 BACKGROUND 
Chronic Obstructive Pulmonary Disease (COPD) is characterised by 
progressive and partially reversible airflow limitation (GOLD, 2010). The WHO 
Global Burden of Disease Project suggests that COPD will be the third most likely 
disease to cause total death worldwide in 2020 (Lopez, Mathers, Ezzati, Jamison & 
Murray, 2006; Lopez et al., 2006). In Vietnam, this disease has emerged as the third 
leading cause of death and is currently the main burden for the healthcare system 
(WHO, 2002). The prevalence of COPD patients in Vietnam who have moderate to 
severe COPD is high, at 6.7% of the population (Tan et al., 2003). Compared to other 
Asia-Pacific countries this rate is the highest (Tan et al., 2003). As COPD is 
frequently diagnosed in the late stages when clear symptoms occur, the prevalence is 
assumed to be higher.  
 
COPD is considered to seriously influence all aspects of patients’ quality of life 
(Halbert et al., 2006; Carter, Tiep & Tiep, 2008). Evidence shows that the COPD 
symptom burden is related to patients’ poor quality of life, as well as their 
impairment of physical function, psychological well-being and social behaviour 
(Blinderman et al., 2009; Jones et al., 2011; DiBonaventura et al., 2012). There is 
growing evidence in Western countries that self-management education may provide 
better outcomes for COPD patients. Reported positive outcomes of self-management 
include: reducing frequency of visits to medical practitioners and hospitalisation, 
reducing treatment cost, and increasing quality of life (Bentsen, Langeland & Hol. 
2012; Bourbeau et al., 2003; Gallefoss, 2004; Gadoury et al., 2005; Koff, et al., 
2009; Lomundal & Steinsbekk, 2012). This evidence suggests that promoting self-
management has the potential to improve outcomes in COPD care. However, patients 
require self-management education in order to be able to self-manage their disease. 
Self-management education is seen to motivate patients to actively participate and 
collaborate with healthcare professionals in managing the disease.  
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Nurses play an important role in delivering self-management education to 
patients with chronic diseases (Coster & Norman, 2009; Gallefoss & Bakke, 2000; 
Bourbeau et al., 2003; Gallefoss, 2004; Gadoury et al., 2005; Bastable 2008). Nurses 
have frequent and close contact with patients, so they are well placed to deliver 
patient education. In COPD care, nurse-delivered self-management education is 
reported to positively impact on patients’ outcomes. Specifically, improved quality 
of life, smoking cessation and improved knowledge of managing the disease are 
reported outcomes from self-management education. (Efraimsson, Hillervik and 
Ehrenberg, 2007; Tshiananga et al., 2012). These outcomes highlight the potential 
benefits of nurse delivered COPD self-management education. 
 
To effectively educate COPD patients about self-management, nurses are 
required to have adequate knowledge of the condition (WHO 2005). Jonsdottir 
(2008) highlighted the key role of nurses’ knowledge in delivering effective nursing 
care for COPD patients. In addition, patients in different stages of COPD need 
different strategies for managing their disease (Cox, 2007). Nurses must have 
sufficient knowledge and skills to support patients to develop self-management 
capabilities. Given the complex range of skills required by patients to self manage 
COPD; the educational processes used by nurses to educate patients are important in 
ensuring effective self-management education. 
 
1.2 PROBLEM 
In COPD care, patients’ who have undergone self-management education 
report improved knowledge, functional capacity and quality of life (Efraimsson, 
Hillervik and Ehrenberg, 2007; Zakrisson et al, 2011). Effective education requires 
nurses to have adequate knowledge of the condition as well as skills in effective 
patient education techniques (WHO 2005). However, the International Council of 
Nurses (ICN) has reported concern regarding nurses’ competencies in these areas, as 
current nursing education focuses mainly on acute care (WHO, 2005). There is 
limited evidence about nurses’ COPD knowledge and their practices in educating 
patients to self-manage their disease (Miravitlles et al., 2006; Purkis & Bjornsdottir, 
2006; White et al., 2006; Barr, et al., 2009; Valente, 2007; Jones, 2010; Kaariainen & 
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Kyngas, 2010; Avsar & Kasikci, 2011). Studies suggest that while nurses would 
impart  the information to patients they potentially limited patients’ engagement with 
the disease self-management process as the education was focused on the delivery of 
information rather than an interactive process with patient input (Casey, 2007; 
Friberg, Granum & Bergh, 2012). Moreover, the majority of research, specific to 
evaluating nurse-delivered self-management education, has been conducted in 
developed countries. In developed countries, nurses are likely to have had more 
preparation in educating patients for self-management (Epping-Jordan et al., 2004; 
Kober & Damme, 2006). Nurse-delivered self-management education is likely to 
improve patients’ outcomes (Tapp, Lasserson & Rowe, 2007; Tshiananga et al., 
2012). As Vietnam is a developing country information relating to nurses’ COPD 
knowledge and practices of delivering self-management education is not available. 
Limited published evidence regarding Vietnamese nurses’ self-management 
education was found.  
 
The current nursing education system in Vietnam means that nurses are likely 
to receive traditional training focused on care for patients with acute problems. In 
traditional Vietnamese training, nurses are trained to complete tasks rather than to 
provide holistic care and to critically manage patient care. This task related focus to 
patient care may well contribute to a limited nursing awareness and knowledge of 
patient education and follow-up planning. This may be especially pertinent for those 
patients with a chronic condition. Moreover, there are three nursing educational 
programmes: the 2-year training (secondary nurse); the 3-year training (college 
nurse) and the 4-year training Bachelor of Science Nurse (BSN). Due to the shortage 
in the nursing workforce, 2-year trained nurses are able to register in Vietnam as RNs 
and practice in hospitals. Having Registered Nurses (RN) with different 
undergraduate training backgrounds delivering patient care also raises questions 
relating to the quality of care delivered by Vietnamese nurses specific to self-
management education. Based on the Vietnamese Nurse Competency Standards 
which was delivered by the Vietnamese Nurse Association in 2010, it can be 
assumed that the differences in training may lead to different levels of knowledge 
and different practices with regards to patient education.  
 
 4 Chapter 1: Introduction 
Whether or not Vietnamese nurses have adequate knowledge about COPD and 
COPD self-management principles to enable them to provide effective education for 
patients has not been investigated. The Theory of Planned Behaviour (TPB) suggests 
that people who have strong intention toward a specific behaviour are more likely to 
perform that behaviour. Strong evidence shows the correlation between intention and 
behaviour (Ajzen, 1991; Hagger et al., 2002; McEachan et al., 2011; Sheeran, 2002; 
Webb & Sheeran, 2006). Given these findings it is hypothesised that Vietnamese 
nurses’ educational practices regarding COPD self-management will be reflected in 
their intention to educate patients. In addition, the TPB identifies behavioural factors 
which potentially influence the intention, enabling a better understanding of the 
interaction of behavioural factors and intention.  
 
1.3 PURPOSE AND RESEARCH QUESTIONS 
The purpose of this study is to examine how Vietnamese nurses educate COPD 
patients about the self-management of their disease. This study also aims to 
determine which factors influence the delivery of COPD self-management education. 
Additionally, this study seeks to describe the characteristics of Vietnamese nurses 
who work in COPD specialty areas. To meet these aims the study poses the 
following research questions: 
 
 What are the characteristics of Vietnamese nurses working in COPD 
specialist areas of practice?  
 What is the COPD knowledge of Vietnamese nurses working in a 
COPD specialist area?  
 What are the educational practices of Vietnamese nurses working in a 
COPD specialist area specific to COPD patient self-management 
education? 
 What are the self-management education intentions of Vietnamese 
nurses working in a COPD specialist area specific to the education of 
COPD patients? Which behavioural and attitudinal factors influence 
nurses’ intention to deliver self-management education to patients? 
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1.4 SIGNIFICANCE, SCOPE AND DEFINITIONS 
Self-management education delivered by nurses can positively impact on patients’ 
outcomes. To provide effective self-management education, nurses need a sound 
knowledge of the condition and of effective education practice. The WHO (2005) has 
raised concerns about the adequacy of nurses’ level of practice in delivering self-
management education in developing countries. However, no published evidence 
regarding nurses’ delivery of COPD self-management education by nurses in 
Vietnam has been found. The findings of this study can be used as a reference for 
planning strategies regarding employment of COPD nurses in hospitals and 
educating nursing students in universities. In addition, the study provides essential 
information describing nurses’ educational practices specific to the education of 
COPD self-management and the factors influencing these practices. This information 
can be used to guide future educational programs for nurses in this area.  
 
1.5 SUMMARY 
The chapter has provided background specific to self-management education 
and requirements for nurses to effectively educate patients.  Of note was the limited 
knowledge specific to Vietnamese COPD nurses’ self-management education 
delivery. This limitation drove the undertaking of this study to explore nurses’ 
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Chapter 2: Literature Review 
2.1 INTRODUCTION 
As the third leading cause of death in Vietnam, Chronic Obstructive Pulmonary 
Disease (COPD) requires a healthcare workforce with specialist knowledge, capable 
of providing quality COPD specific care (WHO, 2006). As a chronic disease, COPD 
care requires both medical management during exacerbations and deterioration, and 
appropriate patient education to ensure COPD patients are well placed to self-
manage their disease when they are not accessing medical support. COPD patients 
may benefit from patient education specific to self-management strategies. In terms 
of being able to self-manage the disease, COPD patients need to receive effective 
self-management education which contributes to improved patient outcomes. The 
effectiveness of Vietnamese nurses’ self-management education for COPD patients, 
however, has not been investigated adequately. The aim of this study is to provide an 
initial description of current Vietnamese nursing practices in relation to COPD self-
management education. To achieve this, this literature review chapter will explore 
the literature surrounding COPD and the effect this has on patients’ quality of life. 
Self-management education will also be addressed, as working knowledge of the 
disease and its management will provide COPD patients with a significant 
opportunity to reduce the impact COPD has on their lives.  As nurses predominantly 
provide patient self-management education, this chapter will also address the 
educational role of nurses in caring for COPD patients. Finally, the chapter will link 
the concepts of chronic disease self-management and the nurse education of patients 
in Vietnam, as the knowledge and educational practices of Vietnamese nurses will be 
an important step in developing more effective self-management education 
programmes for COPD patients in Vietnam. 
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In undertaking the literature review the following databases were searched for 
relevant articles; the Australia/ New Zealand Reference Centre, CINAHL, 
MEDLINE, ScienceDirect, Google Scholar and the World Health Organisation 
(WHO) website.  Vietnamese government websites such as the Ministry of Health, 
the Ministry of Education, the Office of Health – Ho Chi Minh City, the People’s 
Committee of Ho Chi Minh City, the State Bank of Vietnam, and the Vietnamese 
Nurses Association were also used to search for reliable data relating to COPD 
nursing care in Vietnam. To find relevant literature, key words used were “COPD”, 
“quality of life”, “self-management education”, “nurses’ knowledge”, “nurse’s 
educational practices” and “patient education”. Combinations of these terms were 
also searched. Advanced information retrieval skills were implemented to identify 
relevant articles through effective use of information systems. For use in the search 
process, selected articles were required to be written in English or Vietnamese so that 
the researcher could understand them. In order to ensure the currency of content, 
articles which were published after 2007 were given priority. Definitions relating to 
chronic disease, chronic illness, quality of life and self-management were searched 
regardless of when they were published, so as to note any changes in defining these 
issues and establish an appropriate definition for this study. Inclusion criteria 
regarding level of evidence was not a factor in searching Vietnamese literature due to 
the limited published evidence in Vietnam. International academic articles specific to 
self-management for COPD patients were also limited in number. 
 
 
2.2 COPD AND PATIENTS’ QUALITY OF LIFE 
2.2.1 COPD 
COPD is a chronic respiratory disease which has emerged as a worldwide 
burden. The WHO Global Burden of Disease Project reported COPD as the sixth 
leading cause of death in low-income countries in 2001. The project also projected 
that COPD would be the third most likely disease to cause total death worldwide in 
2020 (Lopez, Mathers, Ezzati, Jamison & Murray, 2006; Lopez et al., 2006). In 
2008, the WHO projected that COPD would be one of the four leading causes of 
death worldwide by 2030. The real COPD burden may be even more considerable as 
the WHO believes COPD figures to be underestimated due to late diagnosis and 
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under-reporting (WHO, 2009). In Vietnam, the prevalence of COPD patients who 
have moderate to severe COPD is high, at 6.7% of individuals, and when compared 
to other Asia-Pacific countries was the highest, which suggested a serious COPD 
burden in Vietnam (Tan et al., 2003).     
 
COPD is a preventable and treatable disease characterised by progressive and 
partially reversible airflow limitation (GOLD, 2010). Coughing, sputum production 
and dyspnoea on exertion are three principle manifestations of COPD. COPD has 
direct effects on the respiratory system with progressive and persistent dyspnoea, 
while exacerbation is the most common symptom leading to COPD patients’ 
hospitalisation and threat to life. Breathlessness emerges as the predominant 
symptom that links closely to other serious impacts on COPD patients such as 
anxiety and depression, impaired physical functioning and life-style restriction 
(Elkington et al., 2004). Occupational dusts and chemicals, indoor air pollution, 
outdoor pollution and tuberculosis were considered as contributors to COPD when 
smoking was reported as the most common risk factor in causing COPD (Buist, 
Vollmer & McBurnie, 2008; Chang-Yeung et al., 2007; GOLD, 2010; Salvi & 
Barnes, 2009).  Studies have highlighted the strong association between smoking 
(both active and passive) and COPD, particularly in Asia-Pacific countries (Chang-
Yeung et al., 2007; Ko, Hui & Lai, 2008; Öberg et al., 2010; Xu et al, 2007). A 
survey of smoking conducted by the WHO and Ministry of Health of Vietnam in 
2010 reported that Vietnam has one of the highest smoking rates worldwide (23.8% 
among adults). The prevalence of COPD in Vietnam is expected to increase given 
Vietnam’s high prevalence of smoking – a major contributor to the development of 
COPD (Norman et al., 2010). Given this, the burden of COPD in Vietnam is likely to 
become even greater over future decades. 
 
The Global Initiative for Chronic Obstructive Lung Disease (GOLD) 
Guideline, which has been implemented worldwide to treat COPD, was used to 
classify COPD progression. Kodama et al. (2007) highlighted the acceptance of 
physicians across nine Asian countries in using this guideline for diagnosing, 
preventing and managing COPD. Vietnam is currently implementing this guideline 
for COPD treatment. Based on the GOLD (2010) guideline, there are four stages of 
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COPD progression. Stages are identified by measuring the loss of lung function by 
using Forced Expiratory Volume in one second (FEV1) and Forced Vital Capacity 
(FVC). FEV1/ FVC which isexpressed as a percentage predicted, is used as the gold 
standard to diagnose and follow-up patients with COPD (GOLD, 2010). Table 2.1 
presents the COPD stages based on the GOLD (2010) guideline.         
Table 2.1 Stages of COPD (GOLD, 2010) 
Stages of COPD Standards 
Mild COPD Spirometry has shown mild airflow limitations due to 
chronic cough, mucus production, and the beginning of 
damage to lungs. Patients are not aware of symptoms. 
• FEV1/FVC < 70% 
• FEV1 >= 80% predicted 
• Starting to suffer from chronic symptoms 
(cough, sputum production)  
Moderate COPD At this stage airflow is getting worse, noticeable 
symptoms and dyspnoea occur with every day exertion. 
• FEV1/FVC < 70% 
• 50% <= FEV1 < 80% predicted  
• Chronic symptoms (cough, sputum production) 
Severe COPD Very limited airflow. Dyspnoea occurs after minimal 
exertion to the point where even small tasks, such as 
leaving the house or going upstairs, are a major issue. 
• FEV1/FVC < 70% 
• 30% <= FEV1 < 50% predicted 
• Chronic symptoms (cough, sputum production) 
Very severe COPD Complications such as respiratory failure and heart failure 
begin to develop, the symptoms become life threatening.  
• FEV1/FVC < 70% 
• FEV1/FVC <30% predicted or FEV1< 50% 
predicted plus chronic respiratory failure 
• Classification based on post-bronchodilator 
FEV1 
• Respiratory failure: arterial partial pressure of 
oxygen PaO2 less than 60mmHg with or without 
PaCO2 greater than 50mmHg while breathing at 
sea level 
 
Because COPD is a progressive and unrecoverable disease, the patients’ 
condition worsens over time, with more frequent exacerbations due to the progress of 
the disease. Evidence gathered using the St. George Respiratory Questionnaire 
(SGRQ) to assess patients’ quality of life confirms that the later the stage of COPD a 
patient is experiencing, the greater the impact on the patients’ quality of life (Stahl et 
al., 2005). The SGRQ score reduced when COPD severity increased (Amoros et al., 
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2009; Marin et al., 2011). This highlighted a significant decline of patient’s quality 
of life in parallel with the progress of COPD. Patients in the later stages of COPD 
seem to suffer more serious symptoms and complications which may influence how 
patients perceive their quality of life. In addition, the majority of COPD patients 
receive an identified diagnosis in late stages when the severity of disease has 
progressed to levels that lead them to visit healthcare professionals and/or require 
hospitalisation (Barnett, 2006). Moreover, different rates of progression through 
COPD stages may require different strategies when caring for and educating COPD 
patients. Prevention of symptom occurrence may be less meaningful in the late stages 
than managing COPD progression and limiting serious influences. This requires 
nurses to have knowledge of COPD to provide effective care, including education, to 
support patients to self-manage their disease and maintain their quality of life when 
symptoms and complications worsen.  
 
2.2.2 The impact of COPD on quality of life 
Quality of life can be considered from multiple perspectives. For example, 
McCall (1975), focuses on an objective well-being specific to quality of life, while 
Dalkey and Rourke (1973) believe the sense of well-being should be subjective. 
Others describe quality of life as a combination of both an objective and subjective 
sense of well-being, as well as patients’ conditions (Joseph, Huxley, Bridges & 
Mohamad, 1996). WHO (1994) stated quality of life was “an individual’s perception 
of their position in life in the context of the culture and value systems in which they 
lived and in relation to their goals, expectations, standards, and concerns”. This 
perspective strongly links a person’s physical health, psychological state, level of 
independence, social relationships, personal beliefs and the relationship to salient 
features of the environment.  This thesis will consider the influence of COPD on a 
patient’s quality of life utilising the wider definition of quality of life offered by the 
WHO (1994). 
 
COPD has been considered a significant health burden due to its chronicity and 
the severity of its symptoms. Studies report that COPD patients perceive various 
influences of COPD in all aspects of their life (Carter, Tiep & Tiep, 2008; Halbert et 
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al., 2006). Various studies have explored how COPD causes multiple severe 
influences that lead to patient’s impaired health condition and function. COPD is a 
major cause of mortality, morbidity and disability which has considerable impact on 
a sufferer’s activities of daily living and wellbeing (Carter, Tiep & Tiep, 2008; 
Halbert et al., 2006; Izquierdo, Barcina, Jimenez, Munoz & Leal, 2009; Jassen et al., 
2011; Polatli et al., 2012; Tan & Ng, 2008). Growing evidence confirms COPD 
patients’ poor quality of life due to COPD symptom burden, as well as the 
impairment of physical function, psychological well-being and social behaviour 
caused by the disease (Blinderman et al., 2009; DiBonaventura et al., 2012; Jones et 
al., 2011). COPD has also been associated with patients’ increasing care dependency 
(Janssen et al., 2011; Talley & Wicks, 2008).  
 
The influences of COPD on a patients’ physical health are significant. Arne et 
al. (2009) reported the low level of physical activity in COPD patients. Their level of 
physical health was also lower than patients with other chronic diseases such as 
diabetes and cardiovascular diseases (Cramm & Nieboer, 2012). Eisner et al. (2008) 
found that COPD had a significant influence on patients’ physical function as it 
limited their physical activities. The authors also identified the weak lower extremity 
and the loss of skeletal muscle strength due to the impact of COPD symptoms. Watz, 
Waschki, Meyer and Magnussen (2009) supported these findings based on 
comparing the movement time between COPD patients and healthy people. The 
results from their study highlighted shorter walking and standing time for COPD 
patients, as well as longer periods of sitting and lying-down compared to healthy 
people. Due to the severe influences of COPD on patients’ physical health status, 
their quality of life was likely to significantly decrease (Blinderman et al., 2009; 
DiBonaventura et al., 2012; Jones et al., 2011).  
 
Depression and anxiety have been two common psychological co-morbidities 
found in COPD patients (McCrone & Putnam-Casdorph, 2011). Evidence identified 
that COPD has been strongly associated with anxiety and depression which 
significantly influences a patients’ quality of life (Maurer et al., 2008; Omachi et al., 
2009; Yohannes, Willgoss, Baldwin & Connolly, 2010). The prevalence of anxiety 
and depression in COPD patients has been shown to be more frequent than in 
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populations of patients with other medical diseases (Hill, Geist, Goldstein & Lacasse, 
2008; Maurer et al., 2008). Cramm and Nieboer (2012) identify the incidence of 
depression in COPD patients as being higher than that in those patients with either 
cardiovascular diseases or diabetes. Moreover, depression and anxiety were found to 
negatively influence patient’s quality of life. The more depressed and anxious 
patients were, the lower their quality of life (Eisner et al., 2010; Omachi et al., 2009).    
 
In reviewing costs associated with this disease, COPD creates a high economic 
burden for individuals, families, healthcare services and society, with significant 
costs relating to hospitalisation, ongoing treatment and follow-up care over a lifetime 
(Teo et al., 2012). Not surprisingly, COPD patients had hospitalisation rates five 
times higher than that of healthy people. It is clear that those with chronic disease 
will absorb a significant portion of all healthcare costs and COPD patients constitute 
a significant portion of the chronic illness population (Darkow, Chastek, Shah & 
Phillips, 2008). The economic burden for COPD will also clearly increase with the 
progression of the disease. Later stage COPD patients generate the greatest economic 
burden, not only through increasing utilisation of medical resources but also through 
forced retirement as a consequence of escalating symptoms (Gonzalez-Moro et al., 
2009). The percentage of COPD patients who were forced to retire early due to their 
disease was high, which may lead to a productivity loss of up to 160 million dollars 
for the international working aged population (Fletcher et al., 2011). As COPD is 
frequently diagnosed later in the course of the disease when patient symptoms are 
clear, studies in this area most frequently focus on late stage COPD costs to patients. 
Given this, it would be reasonable to assume the real cost of COPD may well be 
underestimated. 
 
2.3 COPD AND SELF-MANAGEMENT 
2.3.1 Self-management: a solution for managing COPD 
In caring for patients with chronic disease, healthcare professionals have 
arguably tended to focus more on the disease’s pathophysiology in managing 
symptom progression to achieve improvement in the patient’s physical condition. 
However, definitions which emphasise patients’ experiences remind us that patients 
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may have different responses to a disease which might not be acknowledged or 
realised by healthcare professionals. Working with patients with chronic disease 
requires nurses to be concerned about their physical health and psychological, 
emotional and social aspects, especially regarding patients’ experiences in living 
with the disease (Lawn & Schoo, 2010; Lubkin & Larsen, 2009; Smeltzer et al., 
2010). 
 
The literature presents clear evidence that COPD impacts significantly on 
patients’ quality of life, particularly as the disease progresses and the symptoms 
become exacerbated. Consequently, healthcare services must employ effective 
strategies to help COPD patients deal with this disease. While many strategies are 
utilised in caring for this population, self-management education is a high priority. 
Self-management education enables patients to self-manage their conditions by 
providing knowledge and training skills. Self-management requires patients to be 
prepared to self-monitor, self-observe and record data about their disease 
progression. Such patients are trained to be active in decision making, transfer the 
information and discuss their self-management practices with healthcare 
professionals. These essential preparations contribute to increasing patients’ abilities 
for self-management (Bourbeau, 2008). Cramm and Nieboer (2012) found positive 
association between self-management abilities and physical health in patients with 
cardiovascular diseases, COPD and diabetes. Therefore, patients who have a higher 
ability to self-manage their disease were expected to have better physical health. In 
contrast, patients’ depressive symptoms decreased when they self-managed their 
conditions (Cramm et al., 2012). The authors reported consistent findings which 
identified the significant association between self-management ability and patients’ 
well-being and depression in elderly patients who lost function after being 
discharged from the hospital.  
 
For COPD patients, the literature also revealed the positive association 
between patients’ self-management abilities and their improved quality of life. The 
greater ability for self-management was one component which contributed to 
improving quality of life in a COPD patient group receiving self-management 
education (Koff, et al., 2009). To improve COPD patients’ quality of life, this 
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evidence suggests the importance of self-management education in enhancing 
patients’ self-management abilities. Therefore, healthcare professionals, particularly 
nurses, are encouraged to educate COPD patients about self-management.  
 
2.3.2 Definition of self-management 
To best understand self-management and how this impacts on patient self-care, 
the concept of self-management must be understood. The concept of self-
management has been more widely used in health education and health promotion 
referring to patient education in chronic care (Lorig & Holman, 2003). This concept 
was described as a complex construct which supports the individual’s ability to 
undertake a planned series of self-management activities (Glasgow et al., 2008). 
Lorig and Holman (2003) used the framework of Corbin and Strauss to work with 
patients who had chronic diseases to conceptualise self-management into three tasks 
including; medical or behavioural management, role management, and emotional 
management. The medical management was described as patients’ activities in 
following their medical treatment. For example, patients’ adherence to medication 
use was considered to be their medical management task. Management incorporates 
the importance of “maintaining, changing, and creating new meaningful behaviours 
or life roles” (Lorig & Holman, 2003, p.1). This task motivated patients to maintain 
positive behaviour or to change harmful habits to avoid the impact of diseases on 
their health. Smoking cessation could be seen as an example of COPD patients’ role 
management. Patients with chronic diseases e also have  negative emotions such as 
fear, hopeless, depression, and anxiety in living with their diseases. The emotional 
management was expected to help patients be positive in thinking and living. These 
three tasks emphasised the importance of patients’ activeness in managing their 
chronic diseases. In addition, Lorig and Holman (2003) also suggested five core 
skills which were required in self-management. These skills include problem solving, 
decision making, resource finding and utilising, forming partnerships with the 
healthcare professionals and taking action. All of these skills were essential for 
patients who had to face day-to-day disease progress and changes of life. When a 
problem occurred, patients who had these skills could make informed decisions and 
choose appropriate solutions. They were able to use available resources and 
cooperate with the healthcare professionals to effectively improve their health. 
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Importantly, the cooperation with health professionals might help patients to carry 
out their action plan with priorities when dealing with unpredictable problems caused 
by their diseases. Given this, the three tasks and five skills enabled patients to 
actively participate in self-managing their diseases.  
 
Patients’ active participation in self-managing their disease is one key element 
of effective health self-management. However, individuals needed to be informed 
and require healthcare professionals’ support (Wagner, 1998). This support is part of 
the fourth skill which involves forming a partnership with the healthcare 
professionals, emphasising patients’ active participation and collaboration with 
healthcare professionals. To motivate patients to actively participate in self-
managing their diseases and maximise healthcare professionals’ support, a 
partnership between these two target populations was suggested. Kawi (2012) 
reported this collaboration as one important concept of self-management as it 
differentiates it from the traditional education formats. It allows patients to exchange 
information, discuss and consult with healthcare providers about self-managing their 
diseases. The concept of collaborative relationships as part of self-management 
support has three major attributes. These include patient-centred, provider and 
organisational attributes which were seen as essential components to encourage 
patients to support their self-management. In terms of provider attributes, healthcare 
professionals are required to have sufficient knowledge, skills and attitudes regarding 
selected chronic diseases (Kawi, 2012).   
 
Self-management can be defined as the patients’ active participation in 
managing their physical and psychological problems and making and maintaining 
lifestyle adaptations over the length of the illness with the support and guidance of 
healthcare professionals. Moreover, such support is based on patients’ concerns and 
considers the individual context. Self-management needs to be considered in terms of 
each individual’s context as community, socioeconomic level, culture and 
environment might cause differences in thinking and behaving. These factors 
therefore can influence patients’ self-management when patients have the main role 
(Pender, Murdaugh & Parsons, 2011, p.6). This definition highlights the patient’s 
active role and the patient/healthcare professional collaboration in managing chronic 
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illness. If patients actively participate in the management of their condition in 
collaboration with healthcare professionals, logically it might be assumed self-
management is likely to be effective in reducing the long term burden associated 
with a chronic disease. However, while self management is likely to reduce the long 
term burden of chronic disease there are a complexity of influencing factors which 
might affect patients’ intention to apply self-management. Wollin et al. (2013) 
suggested that patients’ intention to self-manage their disease might be significantly 
influenced by psychosocial factors such as patients’ self-efficacy, depression and 
stress. Interventions enabling patients to apply self-management strategies may be 
ineffective without exploring psychosocial factors and thus factors which influence a 
patients self-management of their chronic disease must be considered. 
 
2.3.3 The effectiveness of self-management  
Growing evidence has identified the effectiveness of self-management for 
patients with chronic diseases. A systematic review of nine randomised controlled 
trial studies found that increasing physical exercise, decreasing health distress, and 
improving self-care were the common benefits of the chronic disease self-
management program for the elderly with chronic illness (Jonker, Comijs, 
Knipscheer & Deeg, 2009). This provided the evidence that self-management 
significantly contributed to improving patients’ capacity in self-managing their 
diseases. In terms of reducing stress for patients with chronic diseases, self-
management might help to improve patients’ quality of life. Moreover, the decreased 
mortality, the increased quality of life, and the reduced number of re-admitted 
patients were other positive effects which were achieved after self-management 
interventions for patients with heart failure (Ditewig, Block, Havers & Van 
Veenendaal, 2010). Two systematic reviews regarding self-management intervention 
for patients with chronic musculoskeletal and type 2 diabetes were conducted to 
synthesise the self-management effects. Pain reduction and dietary changes were 
reported as benefits of self-management intervention in treating patients with arthritis 
and type 2 diabetes respectively (Du et al., 2011; Heinrich, Schaper & De Vries, 
2010). Naik et al. (2008) added that diabetes patients had good blood pressure 
control when they were engaged in self-managing the disease. Patients’ high 
responsibility in following the treatment and close collaboration with the healthcare 
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professionals were positively associated with the quality of blood pressure control. 
The results highlighted the role of patients’ active participation and healthcare 
professionals’ support which are discussed in the self-management definition. 
Patients’ active participation was likely to associate with their improved physical 
health. Given this, it was suggested that self-management was an effective solution 
to manage chronic diseases.   
 
In COPD care, a body of evidence reported the effectiveness of self-
management. Reducing symptom burden, improving physical condition and 
activities, and increasing psychosocial function were the benefits of self-management 
intervention for COPD patients (Bentsen, Langeland & Hol. 2012). COPD patients 
were found to reduce breathlessness, fatigue and emotional reaction while their 
physical and psychosocial activities were increased. They were also able to control 
their emotions better. Such findings suggested the effectiveness of self-management 
on patients’ quality-of-life. COPD patients also improved their physical condition 
and increased both physical and psychosocial activities (Effing et al., 2007). In 
addition, Lomundal and Steinsbekk (2012) reported consistent findings that COPD 
patients’ better health-related quality of life and self-perceived dyspnoea were 
positive outcomes of self-management interventions. There has been growing 
evidence supported the significant benefits of self-management interventions on 
COPD patients’ quality-of-life. Given this, self-management was expected to become 
an effective solution for supporting COPD patients in managing their disease. 
   
2.4 NURSES AND SELF-MANAGEMENT EDUCATION 
2.4.1 The effectiveness of self-management education  
As the definition of self-management highlighted the importance of patients’ 
active participation in managing their diseases under healthcare providers’ guidance, 
self-management education was considered to promote the patients’ role and to 
improve their collaboration with the healthcare providers. Dixon, Hibbard and Tusler 
(2009) found that patients perceived self-management as compliance when they had 
a low level of activation. Patients with a high activation level had more collaboration 
with the healthcare professionals. Moreover, self-management education was 
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different from traditional education as it motivated patients to actively engage in 
managing their disease when they were provided with the relevant information. In 
self-management education, patients played an important role which might influence 
the effectiveness of the education as they were the subjects who made decision and 
changed behaviour. The engagement of patients which was considered as the core 
component in self-management education questioned about the effectiveness of this 
intervention. 
 
The literature revealed the effectiveness of self-management education in 
chronic care. Self-management education is reported to have benefits of reducing 
health distress and patients’ visits, and increasing ability in using coping strategies 
(Siu, Chan, Poon, Chui & Chan, 2007). Patients with heart failure increased their 
knowledge and changed their behaviour after having self-management education 
(Boren, Wakefield, Gunlock & Wakefield, 2009). Zou, Li, Nolan, Arthur, Wang & 
Hu (2012) provided evidence to support the assumption that self-management 
education was a psychosocial strategy in caring for schizophrenia patients. 
According to COPD treatment, patients also experienced benefits from being able to 
self-manage certain aspects of their condition and its effect on their lives (GOLD, 
2010).  
 
Evidence suggests that self-management education was effective in COPD care 
(Effing et al., 2007). The authors reported positive effects of self-management 
education for COPD patients, such as reducing patients’ hospitalisation, reducing 
doctor or nurse visiting times and improving quality of life. The probability of 
patient admission was found to reduce in seven reviewed studies. Self-management 
education was assumed to improve patients’ ability to self-manage their 
exacerbation, which contributed to the reduction of patients’ hospitalisation. 
Labrecque et al. (2011) also found a considerable decrease of hospitalisation and 
emergency department visits in COPD patient groups receiving self-management 
education. In addition, the review of Effing et al. (2007) found evidence which 
highlighted the slight increase of patients’ quality of life when they received self-
management education. As COPD causes unrecoverable damage to patients’ lung 
function, their quality of life reduced progressively. The progressive nature of COPD 
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might explain the positive but small change regarding patients’ quality of life. The 
literature suggests the effectiveness of self-management education in improving 
COPD patients’ outcomes.    
 
2.4.2 The nursing role in self-management education 
As noted in sections 2.5.1, the literature highlights the importance of self-
management education in patient education in chronic care. It is essential to consider 
the healthcare providers’ roles in self-management education based on the self-
management definition which highlighted the patient – healthcare professional 
collaboration. Nurses are believed to be in a good position to perform education 
where they have direct contact in providing care for patients. Some evidence has 
highlighted the important role of nurses in delivering effective patient education to 
achieve good outcomes. A critical review of 46 qualitative and quantitative articles 
specific to cancer patient education reported the effectiveness of nurses in providing 
information to patients (Koutsopoulou, Papathnassoglou, Katapodi & Patiraki, 2010). 
This review found that education provided by nurses helped to reduce patients 
anxiety compared to that given by physicians. Patients’ satisfaction relating to 
receiving adequate knowledge from nurses was also reported as another positive 
outcome.  
 
Functioning as an educator was seen as the nurses’ contribution to chronic 
disease self-management. A systematic review, which focused on the practices of 
nurses and other healthcare professionals in educational and self-management 
programmes, reported this contribution (Coster & Norma, 2009). Findings from 30 
Cochrane systematic reviews in this project highlighted the high involvement of 
nurses in patient education. Nurses were found to independently deliver at least one 
intervention of an educational program in 20 reviews. For example, asthma nurses 
and emergency department nurses delivered educational interventions which 
contributed to improving self-management in patients who attend the emergency 
room for acute asthma (Tapp, Lasserson & Rowe, 2007). In terms of educating 
diabetic patients about self-management, diabetes nurses were a significant part of 
the healthcare team (Deakin et al., 2005). Efraimsson, Hillervik and Ehrenberg 
 20 Chapter 2: Literature Review 
(2007) supported this by suggesting the contribution of trust in the patient-nurse 
relationship in self-management education, which identified the symptom reduction, 
increased physical activities and psychosocial health improvement. Given this, the 
growing evidence suggested the consideration of the nursing role in self-management 
education.    
 
Nursing contribution to self-management has been described in three models of 
care: nurse-led care; nurses-led and nurse delivered care; and nurse delivered care 
(Forbes & While, 2009). In nurse-led education, nurses were independent in 
educating patients. By contrast, in nurse-delivered education, patient education 
delivered by nurses was under the direction of others, such as the physicians or the 
head nurse. In nurse-delivered education, nurse-led self-management education was 
likely to be associated with improved outcomes for patients. Nurse-led diabetes self-
management education was found to positively impact on patients’ improvement of 
glycaemic control (Tshiananga et al., 2012). In COPD care, patients’ quality of life, 
smoking cessation and knowledge improved when they received nurse-led self-
management education (Efraimsson, Hillervik and Ehrenberg, 2007). The 
experimental group of COPD patients in a nurse-led multidisciplinary programme in 
Sweden was also found to have improved functional capacity (Zakrisson et al, 2011). 
The effectiveness of nurse-led self-management education thus assumes that nurses 
should be skilled in practices to effectively educate COPD patients.   
 
2.4.3 Requisite nursing knowledge requirements for effective COPD self-
management education 
Nurses were required to have sufficient knowledge to independently educate 
patients about self-management. Purkis and Bjornsdottir (2006) described nurses as 
knowledgeable workers whose practices were activated by knowledge. In COPD 
care, understanding COPD and COPD management strategies are essential for nurses 
to achieve effective self-management education. To support this argument, Cox 
(2007) highlighted that different management strategies should be used in different 
stages of COPD to achieve effectiveness. Understanding the patients’ stage of illness 
was also considered to be one component for nurses to enable patients to self-manage 
their diseases (McDonald, Rogers, Blakeman & Bower, 2008). This means that 
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nurses should have some requisite knowledge of COPD and how to manage this 
disease to provide care for patients.  
 
Nurses’ knowledge of teaching contributed to influencing the effectiveness of 
patient education. Wagner (1998) emphasised the “Prepared, Proactive Practice 
Team” in the Chronic Care Model for managing patients with chronic diseases. The 
healthcare professionals were considered to have adequate knowledge, skills and 
attitudes regarding selected chronic diseases to effectively support patients. 
Rutschmann, Janssens, Vermeulen and Sarasin (2004) reported the gap in COPD 
care by the lack of knowledge in the primary physicians. Findings from this study 
identified the disagreement between physicians’ practice and international guidelines 
regarding COPD management. Physician’s insufficient knowledge was mentioned to 
explain such inconsistency. In terms of nursing care, evidence also highlighted that 
nursing practice knowledge was a key component to successfully care for COPD 
patients, it highlighted the importance of having sufficient knowledge in COPD self-
management education (Jonsdottir, 2008).  
 
While there are studies which have explored patients’ knowledge of COPD, 
nurses’ knowledge has received less attention (Barr, et al., 2009; Miravitlles et al., 
2006; White, Walker, Roberts, Kalisky & White, 2006). In addition, the majority of 
studies which evaluate self-management education are done primarily in developed 
countries where healthcare workforces’ competencies are sufficient for providing 
chronic care (Epping-Jordan et al., 2004; Kober & Damme, 2006). The WHO (2005) 
has noted that healthcare providers are insufficiently prepared, particularly nurses, in 
caring for patients with chronic diseases in developing countries. This means that 
nurses may have less knowledge than is required, which potentially contributes to 
ineffective self-management education in such countries. Bowen et al. (2010) 
suggested that it is essential to identify any gaps in this area which might occur in the 
healthcare providers’ education practices.  
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2.4.4 How nurses educate COPD patients 
While nurses require knowledge specific to the area of education, the 
educational process is another important determinant of a successful self-
management education. The educational strategies adopted by the nurse must suit the 
patients’ learning requirements if the nurse is to effectively educate COPD patients 
to self-manage their disease. Bastable (2008, p.10) reported that teaching and 
learning are “two major interdependent operations” in the educational process. 
Therefore, it is essential to focus on healthcare providers’ educational practice in 
order to engage patients in self-managing their diseases.  
 
Nurses’ techniques for educating patients seemed to be insufficient to enable 
patients to self-manage their diseases. An integrative review of nurses’ patient-
education work noticed nurses’ strategies of providing information (Friberg, Granum 
& Bergh, 2012). Based on this review, nurses were likely to pass the information to 
patients which led to patients’ lack of engagement in self-managing their diseases. 
Nurses were found to pay more attention to providing information than to 
collaborating with patients in setting goals and evaluating patients’ learning (Casey, 
2007). In addition, the healthcare workforce was unlikely to improve educational 
practice to enhance the effectiveness of patient education (Jones et al., 2011b). 
Growing evidence highlighted the insufficient educational skills of nurses with 
regards to patient education (Avsar & Kasikci, 2011; Jones, 2010; Kaariainen & 
Kyngas, 2010; Valente, 2007). For example, Balcou-Debussche and Debussche 
(2008) noted that nurses were likely to pass on information while Avsar and Kasiki 
(2011) reported nurses’ concerns regarding choosing appropriate teaching methods 
when educating patients.  
 
Such evidence raises questions about whether nurses engage effectively in 
educating patients and whether this might influence the effectiveness of nurse-
delivered self-management education. In addition, limited published evidence 
regarding Vietnamese nurses’ self-management education raises questions regarding 
current nurses’ educational practice specific to COPD self-management in this 
country. Given this, exploring how nurses educate patients may provide useful 
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information to improve patient education, particularly self-management education in 
Vietnam. 
 
2.5 COPD SELF-MANAGEMENT AND VIETNAMESE NURSE 
EDUCATION OF PATIENTS  
COPD is currently becoming a considerable burden for both developed and 
developing countries. Chan-Yeung, Ait-Khaled, White, Tsang and Tan (2004b) 
highlighted that the national guidelines, based on the characteristics of each 
country’s healthcare system and the target of the healthcare services, need to be 
developed regarding COPD management. A variety of COPD management 
guidelines have been developed and implemented worldwide, mostly in developed 
countries (Van de Bemt et al., 2008). Ait-Khaled et al. (2007) added that a majority 
of developing countries were less likely to have standard guidelines for managing 
chronic airflow limiting diseases, particularly COPD. In addition, the appropriateness 
of the implementation of international guidelines for managing COPD needs to be 
considered. Low-income countries had to factor in problems relating to lack of 
resources and low quality healthcare services when considering the implementation 
of international guidelines of COPD management. However, middle-income 
countries might implement those guidelines as they meet the requirements of 
resources and quality of care. In terms of supporting those developing countries in 
providing effective evidence-based self-management support, WHO (2002) 
developed the Innovative Care for Chronic Conditions (ICCC) Framework to solve 
this problem by strengthening the resources. 
 
In terms of solving the problem of COPD burden, Vietnam has been 
implementing one international guideline, developed by the Global Initiative for 
Chronic Obstructive Lung Disease (GOLD) for diagnosing, managing and 
preventing COPD (HoChiMinh City Respiratory Society). Various hospitals in Ho 
Chi Minh City have implemented this guideline for treating and managing COPD. 
The GOLD were established in 1997 in cooperation with the National Heart, Lung 
and Blood Institute, one of National Institutes of Health in the USA, and the WHO. 
One of the GOLD’s important roles was producing guidelines to support healthcare 
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professionals in managing COPD patients.  The GOLD (2010) guidelines have been 
used in Vietnam to provide a pathway for managing COPD effectively. 
 
Although the GOLD guideline is suggested for broad implementation, the 
effectiveness of using this guideline in developing countries needs to be considered 
(Chan-Yeung et al., 2004b). There is unclear evidence regarding the appropriateness 
of using the GOLD for COPD management in Vietnam. However, as Vietnam has 
changed from a low-to middle-income country, as declared by the State Bank of 
Vietnam (2011), there is likely to be an opportunity for Vietnam to appropriately 
implement this international guideline. The GOLD (2010) guideline is currently used 
in Vietnamese hospitals for treating and managing COPD. However, this 
implementation focuses more on curing than caring. Nurses’ direct use of the GOLD 
guidelines to educate to COPD patients is an important area of investigation. Chan-
Yeung et al. (2004b) has suggested that healthcare workers needed to be trained to 
effectively apply the GOLD guidelines. Nurses, therefore, need to be prepared to 
contribute to the effective use of this international guideline in Vietnam.  
 
The Ministry of Health of Vietnam (2011) declared that providing health 
education was part of nursing roles in caring for patients in hospitals. Nurses have 
the responsibility for educating patients while they receive treatment and prior to 
discharge. However, detailed guidance specific to health education for COPD 
patients delivered by nurses has been vague. Various support activities have been 
developed to improve the healthcare workers’ capacity to educate COPD patients. 
The current curriculum for training nurses at bachelor degree level incorporates the 
education role of the nurse as one of the required competencies (Vietnam Nurses 
Association, 2010). The training content and skills for educating COPD patients are 
integrated into nursing programmes. This training is likely to provide  nursing 
students with a basic background in education regarding COPD management. 
However, more advanced training specific to COPD self-management may also be 
required. The Ho Chi Minh City Respiratory Society association provides periodic 
courses to train healthcare workers in managing COPD patients in clinical settings 
and in the community. However, the training content focuses mainly on medical 
support rather than nursing support (Ho Chi Minh City Respiratory Society, 2011). 
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Therefore, Vietnamese nurses are likely to lack training. Preparation of nurses in 
Vietnam seems to have no specific guidelines which emphasise self-management 
education for COPD patients. An educational programme for training nurses 
regarding COPD self-management may be necessary. As the GOLD (2010) guideline 
has been considered as the standard for treating and managing COPD, and has been 
implemented broadly in Vietnam, this guideline could be used to guide the 
development of an appropriate educational programme for nurses. Moreover, 
implementing the GOLD (2010) guideline in educational strategies delivered by 
nurses may improve the treatment and care of COPD patients in Vietnam. 
 
2.6 SUMMARY AND IMPLICATIONS 
While Chronic Obstructive Pulmonary Disease (COPD) is treatable, it is a 
progressive disease which remains incurable with serious effects on all aspects of a 
patients’ quality of life. The literature review showed that self-management 
education has been argued to be one of the essential solutions for helping patients to 
develop the ability to self-care adequately throughout their life. The literature also 
revealed the nursing role as a component of effective self-management education. 
However, nurses in developing countries were unlikely to be sufficiently prepared 
for self-management education in chronic care. Evidence suggests that nurses’ 
inadequate knowledge and practices in educating patients contributed to influencing 
the impact of self-management education on patients’ outcome. This suggested the 
need for greater understanding of nurses’ educational practices and their knowledge 
in considering the effectiveness of patient education. Moreover, limited evidence 
regarding patient education was found in COPD care. Similarly, evidence of 
Vietnamese nurses’ practices in educating COPD patients about self-management is 
not available, which proved to be a considerable barrier in improving COPD patient 
education in Vietnam. Given this, exploring nurses’ knowledge and educational 
practices, specific to COPD self-management is necessary. The next chapter will 
present the theoretical framework which was used for developing the study 
instrument to answer such phenomena.   
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Chapter 3: Theoretical Framework 
3.1 INTRODUCTION 
The research undertaken in this masters programme addresses the self 
management education COPD patients receive in Vietnam. This thesis will refer to 
the Vietnamese COPD study as the ViCOP study. Three theoretical frameworks were 
used to inform the ViCOP study: the Chronic Care Model (CCM); the Innovative 
Care for Chronic Conditions (ICCC) Framework; and the Theory of Planned 
Behaviour (TPB). Based on the CCM, the ICCC Framework to support self-
management in developing countries was developed by WHO (2002). Given both 
Vietnam’s classification as a developing country and the self-management focus of 
this research programme the ICCC Framework was used by this study. The ICCC 
Framework’s self-management support strategies were used to assist in  
understanding how Vietnamese healthcare professionals support patients in chronic 
disease self-management. Further, ViCOP used both the CCM and ICCC to explore 
key components of self-management which nurses should consider when educating 
COPD patients. As many factors influence a person’s behaviour, the Theory of 
Planned Behaviour (TPB) was used to identify demographic and personal factors 
which may potentially influence the delivery of self-management education provided 
by Vietnamese nurse’s to COPD patients.   
 
This chapter will initially address the CCM and its self-management 
component. It will then progress to examine the ICCC framework which was adapted 
to support the use of the CCM in developing countries. The chapter will then provide 
justification for using the TPB in the study. With regards to the conceptualisation of 
an instrument specific to COPD self-management, the GOLD (2010) guideline will 
be discussed.  
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3.2 THE CHRONIC CARE MODEL (CCM) AND THE “SELF-
MANAGEMENT SUPPORT” COMPONENT 
As COPD is a progressive disease which causes unrecoverable damage to lung 
function, the COPD patients’ condition will worsen over time. Consequently, COPD 
patients’ care requirements will increase in the latter stages of their disease. The 
CCM has been widely used by health practitioners to assist in the management of 
chronic diseases such as diabetes, congestive heart failure, and asthma (Coleman, 
Austin, Brach & Wagner, 2009; Si, Bailie & Weeramanthri, 2008). The original 
elements of the CCM were proposed by a Group Health Cooperative of Puget Sound, 
Seattle including Wagner as the main author, Austin and Korff in 1996. These 
elements were identified based on the review of various Randomised-Control Trials 
(RCTs), special chronic disease programs and programs designed to improve the 
primary care of chronic illness in Europe. One  element of the CCM is patient 
education specific to self-management as patients with chronic disease need to 
manage their disease for the remainder of their life. This education required patients 
to have the capacity to make decisions, and to make lifelong change through ongoing 
behaviour change –  a movement toward  engagement of patients in self-managing 
their diseases was required. Given this, the term “patient education” was revised to 
“self-management support” in the CCM (Wagner, Austin & Von Korff, 1996). 
 
In the CCM, the Organisation of Health Care contains four components 
including Self-management Support, Delivery System Design, Decision Support and 
Clinical Information System (Figure 3.1). Self-management support aims to engage 
patients in self-managing their chronic diseases. The use of “self-management 
support” was suggested to enhance the effectiveness of patients’ self-management 
based on their active participation (Wagner, Austin & Von Korff, 1996). In COPD 
management, enabling patients to self-manage their conditions was meaningful for 
patients in coping with the long-life disease (Ham, 2010). Ham proposed that COPD 
patients can actively collaborate with healthcare professionals and participate in 
managing their disease, it was also believed they could be supported to self-manage 
the burden of disease symptoms and improve their quality of life. Lemmens, Nieboer 
and Huijsman (2009, p.687) suggest that in long-term COPD care use of the CCM is 
beneficial. They described the CCM as being a “promising manner to shape long-
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term care” for patients with asthma and COPD due to its focus on enabling patients 
to self-manage their progressive diseases. A review by Fromer (2011) supported the 
importance of using the CCM in COPD care. They found that a reduction of COPD-
related hospitalisation occurred when patients changed from passive recipients to 
active participants in managing their disease progress. The existing evidence 
therefore supports the use of the CCM to explore nurses’ practice in performing self-
management education for COPD patients. In light of this the ViCOP chose to adapt 
the self-management support component of the CCM to investigate nurses’ practice 
and intentions to deliver COPD self-management education. Based on the CCM, the 
“self-management support” component concluded five behavioural items (Table 3.1). 
These five items were considered to help patients become more active in engaging 
into their self-management of chronic diseases. Such items were therefore adapted to 




Figure 3.1 The Chronic Care Model (Wagner, 1998) 
 
3.3 THE INNOVATIVE CARE FOR CHRONIC CONDITIONS (ICCC) 
FRAMEWORK 
As the CCM was developed in the United States, its applicability in middle and 
low income countries context is questionable. One consideration was the healthcare 
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professional’s competencies of providing self-management education and patient 
insufficient preparation of self-managing their diseases (WHO, 2005). To facilitate 
the international use of the CCM WHO developed the ICCC Framework from the 
CCM’s foundation concepts. Nuno, Coleman, Bengoa and Sauto (2012) suggested 
this adaptation of the ICCC Framework was more applicable to developing countries. 
Several authors have also described the use of this framework in such countries 
(Davey & Burridge, 2009; Gunathilake, Idampitiya, Siriwardana, Lenora, Thomson 
et al., 2009; Low, 2010; Yasin, Chan, Reidpath & Allotey, 2012; Prince, Acosta,  
Albanese, Arizaga et al., 2008; Ramli & Taher, 2008). This framework has 
subsequently been implemented in low and middle-income countries where patients 
are unlikely to have sufficient preparation to self-manage their condition (WHO, 
2005).  
 
To enable patients to self-manage their condition, the WHO (2005) 
recommended a set of six cognitive and behavioural self-management skills which 
healthcare professionals need to teach patients with regards to self-management. 
These skills were: coping skills; goal setting for specific and moderately challenging 
behaviours; self-monitoring; setting environmental modification; self-reward and 
arranging social support. The WHO (2005) found that when patients were taught 
these skills, symptoms were effectively controlled and complications were 
minimised, enabling patients to be sufficiently prepared to self-manage their disease. 
Healthcare professionals are therefore encouraged to educate patients about these 
cognitive and behavioural self-management skills in providing self-management 
support which was suggested in the CCM. The ViCOP adapted these identified skills 
as components of self-management support strategies to inform nurses’ practices 
regarding COPD self-management education. This adaptation was likely to increase 
the applicability of the CCM in Vietmanese context as it was expected to improve 
patients’ capacity of self-management. The increased engagement of patients was 




 30 Chapter 3: Theoretical Framework 
Table 3.1 The combination of the CCM and the ICCC Framework 
Five elements of the CCM Six cognitive and behavioural self-
management skills adapted from the 
ICCC 
Assessment of patients’ experience in 
and satisfaction with the practice 
 
Assessment and documentation of 
patients’ self-management needs and 
activities 
 
Self-management support strategies  Coping skills 
 Goal setting for specific and 
moderately challenging behaviours 
 Self-monitoring 
 Setting environmental modification 
 Self-reward 
 Arranging social support 
Effective behaviour change counselling  




3.4 THE THEORY OF PLANNED BEHAVIOUR (TPB) 
The literature review reported the effectiveness of self-management education 
and the importance of the nurses’ role in educating COPD patients to self-manage 
their disease (Coster & Norman, 2009; Efraimsson, Hillervik & Ehrenberg, 2007; 
Funnell et al., 2009; Hurley, Gerkin, Fahy & Robbins, 2012; Kav et al., 2008; 
Koutsopoulou,  Papathanassoglou, Katapodi & Patiraki, 2010). It follows then that 
nurses should educate COPD patients about self-management if they are to improve 
patient outcomes. However, a “complex interaction of factors at multiple levels” 
influence whether healthcare professionals implement such interventions in practice 
(Grol, Bosch, Hulscher, Eccles & Wensing., 2007, p.94). Grol et al. (2007) argues it 
is important to understand the influence of these factors on healthcare professionals’ 
behaviour in order to improve the quality of care. Use of a behavioural theory to 
explore potential factors which might influence nurses’ practices in educating COPD 
patients about self-management was thus considered.  
 
Behavioural theories such as the Theory of Planned Behaviour (TPB) and the 
Theory of Reasoned Action (TRA) have been used in health education and health 
 Chapter 3: Theoretical Framework 31 
behaviour studies (Glanz, Rimer & Viswanath, 2008) – they have also been used to 
investigate nurses’ behaviour (Grol et al., 2007; Perkins et al., 2007). The ViCOP 
study used the TPB (based on the TRA) to explore potential determinants of nurses’ 
behaviour in educating COPD patients about self-management.  
 
3.4.1 The Theory of Reasoned Action (TRA) and the development of the TPB 
in predicting the behaviour 
The TRA was developed to explore the association between attitudes and 
behaviour (Fishbein, 1967). A growing body of evidence has examined TRA’s 
predictive validity in understanding the positive correlation between intention and 
behaviour. For example, TRA has been found to be a useful tool to predict school 
nurses’ behaviour in interventions of sexual health education. Nurses were correctly 
predicted to educate patients about sexual health when they had high intentions to 
undertake these educational interventions. TRA was also used as a research 
framework to understand nurses’ intent to leave their job (Liou, 2009). Attitudes and 
subjective norms were presented as two behavioural determinants which affect 
behavioural intention. Findings from Natan, Beyil and Neta’s (2009) study further 
supported the use of TRA in predicting nurses’ intention to provide high-quality care 
to hospitalised patients addicted to drugs. Nurses with a positive attitude were more 
likely to have a corresponding intent to provide high-quality care. The attitudes 
toward the behaviour and subjective norms were influenced by behavioural beliefs 
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As personal behaviour is assumed to be under volitional control, the TRA 
predicts behaviour by intention. However, where “volitional control” decreases, it is 
accepted that the TRA will provide insufficient explanation of behaviour (Ajzen, 
1991; Ajzen, 2002; Glanz et al., 2008, p.71). When incomplete volitional control 
occurs, the TRA is likely to fail in explaining the association between the intention 
and behaviour. Ajzen (2002) attempted to eliminate this limitation by adding the 
Perceived Behavioural Control (PCB) and Control Beliefs to the TRA model as 
additional determinants of intention. Ajzen’s work on the PCB saw the development 
of the TPB. The TPB retained both attitudes toward the behaviour and subjective 
norms as two determinants of intention from the TRA model (Ajzen, 1991; Ajzen, 
2002; Ajzen, 2006; Ajzen & Driver, 1991; Ajzen & Madden, 1986; Glanz et al., 
2008). As such, the TPB identifies the correlation among three determinants: attitude 
toward the behaviour; subjective norm; and PBC (Figure 3.3). These three 
determinants are considered to be the influences on an individual’s intention, which 
in turn is correlated to an individual’s behaviour. 
 
        
Figure 3.3 The Theory of Planned Behaviour (Ajzen, 1991; Ajzen, 2002; Ajzen, 
2006) 
 
The PBC (which is influenced by Control Beliefs) is seen as an important 
component of the TPB. This is due to PBC’s indirect impact on prediction of 
behaviour via intention as well as its direct impact on behaviour (Ajzen, 1991; 
Ajzen, 2002b). A meta-analytic review of the efficacy of the TPB highlighted the 
useful function of PBC in predicting behaviour with the predictive ability of 
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& Conner, 2001). The significant influence of PBC on a wide range of health 
behaviour change has been reported in numerous studies (Munoz-Silva, Sanchez-
Garcia, Nunes & Martins, 2007; Pinto & Floyd, 2008; Sheeran, Norman & Conner, 
2001). It appears that growing evidence supports the use of the TPB in predicting 
health behaviours. Given this, to comprehensively predict nurses’ behaviour 
regarding self-management education, the ViCOP used the TPB to investigate 
nurses’ intention to deliver COPD self-management education and influencing 
factors.  
 
3.4.2  Predicting behaviour using the TPB 
TPB identifies behavioural intention as a key component in effecting 
behaviour. The strong relationship between intention and behaviour has been 
identified in numerous studies with some meta-analyses demonstrating a correlation 
between intention and behaviour between .40 to .57 (Ajzen, 1991; Hagger, & 
Chatzisarantis, 2009; McEachan, Conner, Taylor & Lawton, 2011; Webb & Sheeran, 
2006). These numbers suggest intention does play a role in predicting behaviour. In 
other words, people who have strong intention toward a specific behaviour are more 
likely to perform that behaviour. A study by Sassen, Kok and Vanhees (2011) 
supports this assumption. Sassen’s group reported a significant correlation between 
healthcare professionals’ intention and their behaviours when examining the 
encouragement of physical activity in patients with cardiovascular risk factors. 
Healthcare professionals with positive intentions were more active in encouraging 
physical activity than those healthcare professionals with limited intention (Sassen et 
al., 2011). The correlation between intention and behaviour highlights the need to 
investigate nurses’ intention towards COPD patient education. It could be considered 
that nurses who have high intention to educate COPD patients about self-
management will have a higher likelihood of educating these patients.  
 
3.4.3 ViCOP measurement of influencing factors  
 As it is thought that behavioural belief, normative belief and control belief 
indirectly influence intention, the ViCOP chose to measure behavioural determinants 
 34 Chapter 3: Theoretical Framework 
when assessing nurses’ intention to educate COPD patients. The first determinant of 
intention is the attitude toward the behaviour. As this determinant refers to personal 
evaluation of a specific behaviour, one person may have positive or negative 
assessment about the behaviour (Ajzen, 1991; Ajzen 2002; Ajzen 2005). The TPB 
suggests that people who have a favourable evaluation of the behaviour are likely to 
have high intention of performing that behaviour. In contrast, when having an 
unfavourable evaluation, people tend not to engage in performing that behaviour. For 
example, in a study about nurses’ intentions to use clinical guidelines, Puffer and 
Rashidian (2004) reported a considerable correlation between attitude and intention. 
Based on the TPB, the nurses were more likely to follow clinical guidelines when 
they had positive evaluation of the advantages of using the guidelines. In terms of 
self-management education, the investigation of nurses’ attitudes may help in 
developing an understanding of their intention to educate COPD patients.  
 
 Subjective norms are the second determinant of behavioural intention. The 
TPB describes Subjective norms as a social factor which refers to perceived social 
pressure of performing behaviour. People are likely to perform a particular behaviour 
when they receive significant approval from others (Ajzen, 1991; Ajzen 2002a; 
Ajzen 2002b; Ajzen 2005). The reverse will occur when people have the perception 
that significant others disapprove of the specific behaviour. One study for example, 
found that nurses had a high intention to provide quality care to hospitalised patients 
addicted to drugs when they believed their superiors and the treating medical staff 
approved of that particular behaviour (Natan et al., 2009). It could be assumed that 
Vietnamese nurses may perceive an indirect pressure from important others to 
educate COPD patients about self-management. If this were true it could follow that 
the nurses are unlikely to educate COPD patients when they perceive disapproval 
from important people. However, the correlation between subjective norm and 
intention was commonly weaker than attitude and PBC (Armitage & Conner, 2001; 
Fife-Schawn et al, 2007). Mullan and Westwood (2010) supported this assumption 
by finding that subjective norms were not correlated to intention. This determinant 
therefore required careful measurement as conflicting assumptions exist regarding its 
correlation in TPB.   
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 The third determinant, Perceived Behavioural Control (PBC), is considered 
as the adjunctive component of TRA in the low volitional control. Ajzen (1991) 
defined PBC as personal perception of capability of performing a particular 
behaviour. People can have a perception of ease or difficulty; or feel confident or 
unsure about performing a behaviour. The easier or more confident people’s 
perception of a behaviour, the higher or stronger the likeliness of them performing 
the behaviour became. For example, nurses who felt more confident in reporting the 
event after occupational exposure to blood and body fluids were found to have higher 
intention to comply with post-exposure management (Ko et al., 2011). This finding 
supports the assumption that nurses might have high intention of educating COPD 
patients if they feel confident in providing self-management education. As such, 
increasing nurses’ confidence in educating COPD patients about self-management 
might be expected to improve their intention to perform this activity. As PBC could 
directly influence this behaviour, nurses who have a strong belief in their capability 
to educate COPD patients might therefore be more likely to perform self-
management education. 
 
 To measure attitudes toward behaviour, individuals are often asked about 
self-evaluation of “good-bad” or “pleasant-unpleasant” relating to the behaviour in 
question. The “direct measure” of subjective norms requires individuals to rate the 
influence of an important person who may approve or disapprove of the behaviour. 
Individuals can answer “agree-disagree” or “likely-unlikely” as to whether or not 
“most people important to me think I should or should not perform that behaviour” 
(Glanz et al., 2008, p.73). “Under my control – not under my control” or “easy-
difficult” are often used to directly measure PBC toward the behaviour in question. 
In terms of adapting the TPB, the ViCOP instrument adopted these 7-point Likert 
scales which ranges from “Agree” to “Disagree” to investigate nurses’ attitude, 
subjective norm, PBC and intention regarding self-management education.  
 
3.4.4 The role of background factors in predicting the behaviour 
Ajzen (2005) also reported the influence of multiple factors called 
“background factors”. These diverse factors reflect different components of a 
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target population, specific behaviour or even research questions. These 
background factors are generally categorised into three groups: personal 
background factors; social background factors; and informational background 














Figure 3.4 The role of background factors in the theory of planned behaviour (Ajzen, 
2005). 
 
Evidence exists suggesting background factors are influential. For example, the 
influence of background factors was clearly highlighted in a study about condom use 
by Munoz-Silva et al. (2007). Findings from this study identified the differences of 
affective variables on male’s and female’s intention of condom use. Males were 
more likely to be influenced by social variables including perception of 
communication and persuasion skills, while female’s intention was more dependent 
on individual variables such as attitudes. Another example from Sainsbury and 
Mullan’s (2011) study reported a significant correlation of control factors on 
people’s intention to gluten free diet adherence. Those subjects with a sound 
knowledge of ingredients and the ability to read and interpret labels had a stronger 
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As background factors may contribute to influencing people in performing 
a behaviour, it would appear prudent to consider these factors when using TPB to 
understand individuals’ behaviour. In terms of investigating the intention to predict 
nurses’ behaviour regarding self-management education, the ViCOP used TPB’s 
suggestion to assess selected background factors. These sections aimed to explore 
possible factors which were assumed to influence nurses’ intention to educate COPD 
patients about self-management. For example, those nurses who have the greatest 
experience in caring for COPD patients were assumed to have greater confidence 
specific to patient education. If this were the case it might be assumed they may have 
a higher intention to educate COPD patients about self-management.   
 38 Chapter 3: Theoretical Framework 
3.5 SUMMARY 
This chapter has discussed the adaptation of the CCM, the ICCC Framework, 
the Gold (2010) Guideline and the Theory of Planned Behaviour (TPB) and their role 
in the ViCOP study. It has attempted to explain how the ViCOP intends to use these 
to assist in the investigation of nurses’ knowledge, practices and intention in 
educating COPD patients about self-management. In terms of exploring nurses’ 
educational practices regarding COPD self-management, the study adapted five 
items of the self-management support which were originally derived from the CCM. 
Six cognitive and behavioural self-management skills relating to self-management 
support which were suggested by the ICCC framework were then added to the item 
“Self-management Support Strategies”, one of the five elements. This supplement 
aimed to improve the appropriateness of using the CCM in developing countries 
making it well suited to the Vietnamese context.  
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Chapter 4: Methodology 
4.1 INTRODUCTION 
The methodology chapter will describe how each of the research questions was 
addressed. Building on Chapter 3 (Theoretical Framework) this chapter  will outline 
the adaptation of the chosen theoretical frameworks and discuss the instrument 
development. This chapter will provide justification for conducting a cross-sectional 
survey of nurses from five selected hospitals in Ho Chi Minh City (HCMC). The 
chapter describes data collection and also discusses ethics approval, piloting of the 
instrument, data management and data analysis in this Vietnam COPD Study 
(ViCOP).     
 
4.2 RESEARCH DESIGN 
An extensive review of the literature yields no published evidence specific to 
either Vietnamese nurses’ knowledge of COPD, the educational practices undertaken 
by nurses when caring for COPD patients or their intention to educate patients about 
self-management. The ViCOP study conducted a cross-sectional survey to examine 
nurses’ knowledge of COPD, their current educational practices and their intention 
of educating COPD patients about self-management. As the ViCOP study was 
focused on behavioural components of the nurses care (including attitude, subjective 
norm, perceived behavioural control and intention rather than behaviour), the study 
did not explore the changes of nurses’ intention or behaviour to educate COPD 
patients. Given this, a cross-sectional survey was most likely to yield useable data 
specific to the investigation of nurses educational behaviours  (le May & Holmes, 
2012, p.73). Based on using cross-sectional survey, this chapter describes the 
descriptive survey and analysis conducted for this study. The descriptive component 
of the study involved  collection of data to describe the phenomena of intereset, 
while the analytic component of the study involved examination of  relationships 
which potentially exist in the phenomena (LoBiondo-Wood & Haber, 2010). In the 
ViCOP, the descriptive survey explored nurses’ knowledge, practices and intention 
regarding COPD self-management. To enable assessment of factors associated with 
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these practices, the survey also investigated three potential determinants of 
behaviour:  attitudes, subjective norms and perceived behavioural control (PBC).  
4.3 SETTINGS 
Vietnam uses a hierarchal system for organising hospitals by classifying 
hospitals into five levels (from highest to lowest these are): Special Level; Level-1; 
Level-2; Level-3; and Level-4. Ho Chi Minh City (HCMC) has one Special Level 
hospital and seven Level-1 general hospitals. The Ministry of Health (MOH) 
classifies the hospitals based on using National Standards for Hospital Classification 
(Appendix A). Special Level hospitals have the highest score of 100 and achieve 
additional required criteria. Level-1 hospitals also have the highest score of 100 
without any extra requirements.  Special Level hospitals care for the most complex 
of patients. Level-1 through Level-4 care provides care for patients on a diminishing 
level of complexity, with the Level 4 hospitals providing only the most basic of care.  
 
 The main functions of the Special Level and Level-1 hospitals are:  
 providing care for patients in HCMC and 37 surrounding provinces 
 collaborating with the medical universities in teaching undergraduate 
and post-graduate medical students 
 supporting other hospitals to improve clinical practice as well as 
conduct scientific research.  
 
These hospitals can also influence other hospitals’ clinical practice. They have 
responsibility for transferring high medical technologies, giving credibility to 
achievements in medical sciences, and supporting the implementation of research 
results into clinical practice at lower level hospitals. This means that the knowledge 
and skills of the nurses caring for COPD patients in Special Level and Level-1 
hospitals potentially impacts upon the quality of COPD care provided in regional 
hospitals. As this research is centred on COPD self-management education, 
Registered Nurses (RN) who provide direct care for COPD patients in Special Level 
and Level-1 hospitals were therefore recruited.  
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Moreover, HCMC’s Special Level and Level-1 hospitals provide healthcare 
services for the majority of COPD patients living in HCMC and the 37 surrounding 
provinces. Each hospital has specific departments for treatment and care of COPD 
patients. Each hospital also has educational programs for COPD outpatients which 
aim to support patients to improve their knowledge of the disease. Nurses who are 
working in these departments thus care for COPD patients more frequently than 
nurses in other settings. As such, due to the size of these hospitals and their influence 
on COPD care, nurses who work in Special level and Level 1 hospital departments 
were considered to be the most appropriate population to answer the study questions.  
Nurses working in specialist COPD departments in HCMC’s Special Level and 
Level-1 hospitals were therefore recruited. Out of the eight Special Level and Level-
1 HCMC based hospitals, the four hospitals most likely to inform the questions 
posed by this study were surveyed.  These hospitals were Cho Ray Hospital, HCM 
Medical University Hospital, Pham Ngoc Thach Hospital, and Nguyen Tri Phuong 
Hospital. A pilot test was conducted separately in Thong Nhat Hospital (Level 1). 
Thong Nhat hospital was chosen to pilot the instrument as it had the smallest number 
of nurses caring for COPD patients, thus maximising the sample size for the main 
study.  Although this hospital was chosen purposely, there were no demographic 
differences between the main study sample and the pilot study sample. Table 4.1 
provides a summary of the key characteristics of the settings used for this study.  
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Table 4.1 Characteristics of hospitals surveyed 
Name Type Level Size 
Cho Ray Hospital General 
Hospital 
Special Level Approximately 2,000 
beds, 38 clinical, 12 
subclinical and 11 
functional departments 
Pham Ngoc Thach Hospital Respiratory 
Hospital 
Level-1 750 beds, 22 clinical and 
subclinical departments 




Level-1 700 beds, 21 clinical, 6 
subclinical and 8 
functional departments  




Level-1 650 beds, 4 clinics with 57 
clinical and subclinical 
departments 
Thong Nhat Hospital General 
Hospital 
Level-1 600 beds, 24 clinical and 
10 subclinical departments 
 
Cho Ray Hospital is a primary tertiary referral hospital, with a catchment 
population in excess of 40 million. It provides support for 37 provinces, including 
HCMC. In 2010, the Ministry of Health declared that Cho Ray Hospital as the 
Special Level hospital in the South. One of only four Special Level hospitals in 
Vietnam, Cho Ray Hospital is considered a comprehensive national general hospital 
(MOH, 2010). In 2010, Cho Ray Hospital provided treatment to 1,123,117 patients; 
including 116,000 inpatients. To provide high quality care for such patients, Cho Ray 
Hospital has 38 clinical, 12 subclinical and 11 functional departments; with 1,349 
nurses employed across these settings (Cho Ray Hospital, 2010).  
 
Pham Ngoc Thach Hospital is a specialist respiratory hospital which provides 
care for the majority of patients with lung diseases in the South, including HCMC. 
From 1987 onwards, this Level-1 hospital has supported educational programs for 
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patients with lung diseases, including tuberculosis, asthma and COPD treated in 
provincial hospitals in South Vietnam. This hospital has 750 beds, and 22 clinical 
and subclinical departments; providing a consultative role for other hospitals to 
improve the healthcare workforce’s competency in caring for patients with lung 
diseases. The hospital provides healthcare services for approximate 13,000 patients 
with asthma and COPD (Pham Ngoc Thach Hospital, 2012). 
 
Nguyen Tri Phuong Hospital is a Level-1 general hospital. It has 700 beds with 
21 clinical, six subclinical and eight functional departments. Nguyen Tri Phuong 
Hospital is the HCMC hospital which provides healthcare services for the greatest 
number of patients with medical insurance. This hospital is the main institution to 
support Tien Giang province’s general hospital to improve clinical practice in COPD 
care (Nguyen Tri Phuong Hospital, 2010). The hospital has also collaborated with 
the University of Medicine and Pharmacy (UMP) in the Continuous Medical 
Education (CME) program to upgrade healthcare workers’ competency. Many short 
training courses regarding COPD management are held at this hospital (Nguyen Tri 
Phuong Hospital, 2011).  
 
HCM Medical University Hospital is a Level-1 general university hospital. It 
was originally built as the clinical practice site for the UMP, which is one of the 
largest and most recognised institutions for medical training in the South. The model 
of cooperation between a medical university and a hospital benefits both institutions 
and their patients, and is especially useful in promoting research. For example, the 
UMP played a consultant role in a number of randomised-control trials (RCTs) 
which were conducted at the hospital. The collaboration therefore contributes to 
ensuring evidence improves clinical practice in the hospital. The model of 
cooperation between the hospital and university thus assists to maintain quality of 
care through applying evidence-based practice, as much clinical practice is driven by 
the results of clinical research. The HCM Medical University Hospital has four 
clinics with 57 clinical and subclinical departments, providing 650 beds for treating 
inpatients. This institution has organised 38 training courses specific to COPD 
management. Participants have included 729 healthcare workers from 178 health 
institutions within 45 provinces in Vietnam (Lan, 2011). 
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Thong Nhat Hospital is HCMC’s Level-1 general hospital, built in 1975 for the 
primary purpose of providing healthcare services for Vietnamese soldiers. It 
currently provides healthcare to Vietnamese employers in governmental companies 
or institutions. Thong Nhat Hospital has 24 clinical and 10 subclinical departments 
with 600 beds. It collaborates with 28 southern province hospitals to support their 
clinical practice. Like other Level-1 hospitals, Thong Nhat hospital also focuses on 
training healthcare workers by cooperating with the UMP in the CME program 
(Thong Nhat Hospital, 2012).   
 
4.4 PARTICIPANTS 
4.4.1 Sample  
There are many undergraduate nursing curricula in Vietnam. Different 
curricula are used at different training facilities and nurses can undertake secondary 
school education, college education or university education. Nurses who have 
completed 2-year training are called secondary nurses, while 3-year and 4-year 
trained nurses are called college nurses and bachelors, respectively. After graduating, 
all nurses are registered and as an RN are eligible to work in hospital. Nurses who 
wish to improve their knowledge and skills in specialist care must do so by attending 
short training courses offered by hospitals, as there are no specialist nursing 
programs in universities.  
 
As experience working in a selected department is likely to contribute to 
enhanced knowledge and practices, nurses who care exclusively for COPD patients 
were recruited for this study.  In addition, as COPD patients can be hospitalised with 
other primary diagnoses and treated in non-respiratory departments, nurses working 
in these departments were also recruited. Practice setting was therefore identified in 
the survey, so that any variation in knowledge and behaviours could be explained.  
Moreover, other factors that could influence nurses’ knowledge and behaviours were 
also assessed, including educational level, nursing experience and experience caring 
for COPD patients.  These factors were not used to exclude registered nurses from 
participating in this research. Rather, this additional information was recorded as 
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study data to examine any potential influences relating to a nurse’s knowledge and 
their ability to provide patient education.  
 
4.4.2 Sampling strategy 
The inclusion criteria were: the nurse must have a registered nurse 
qualification; they must work  in the Vietnamese healthcare system; and the nurse 
must provide direct care for patients with COPD (either as a primary admitting 
complaint or as a comorbidity). These nurses were recruited from five identified 
hospitals described in Table 4.1. It was estimated that each hospital had between 25 
to 30 nurses who met the inclusion criteria. As such, approximately 150 nurses were 
expected to meet the inclusion criteria. With an expected 80% involvement, it was 
estimated that 120 nurses would participate in the study. The study therefore used a 
convenience sampling strategy to recruit all possible participants across the five 
selected hospitals.  
 
The procedure for approaching potential participants in each hospital included 
four steps. First, the researcher contacted the five identified hospitals to obtain 
approvals to collect data. Second, the researcher collaborated with each hospital’s 
Nursing Department to acquire information about which departments treat COPD 
patients, as well as the number of nurses working in those departments. Third, two 
presentations were conducted on two different days to provide all nurses with an 
opportunity to attend an information session regarding the study. An invitation letter 
explaining the study was then sent to all nurses who worked in identified 
departments involved with treating COPD patients. In the presentations, the 
researcher provided clear explanations and detailed answers related to the study. The 
researcher provided information about the questionnaire including the number of 
sections, the title of each section, the format of each section, the scales used in each 
section, and the way to answer each scale. Clear explanation was given to reassure 
participants that the questionnaires were anonymous and that there was no link 
between participants’ personal information and their answers. This helped to increase 
the number of participants as the nurses did not need to fear being evaluated. Finally, 
the questionnaires were sent to all nurses in selected departments. 
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The first question in the questionnaire “Do you currently care for one or more 
COPD patients per week?” was used to screen potential participants. Within the 
Vietnamese hospitals nursing roles can differ. Administrative nurses for example are 
directly involved with the management of patient information as well as a hospitals 
administrative procedure and health policies; administrative nurses do not provide 
direct care for COPD patients. The study inclusion criteria and the first survey 
criteria, therefore would exclude these nurses as they do not provide direct care for 
COPD patients. Participants continued to complete the questionnaire if they 
answered “Yes”. In the case of answering “No”, participants were not required to 
complete the remainder of the questionnaire as they did not meet the study inclusion 
criteria. This procedure contributed to recruiting the most appropriate participants 
from whom the researcher could collect accurate and relevant information in order to 
answer the research questions. 
 
There were approximately 162 nurses meeting the inclusion criteria at the five 
identified hospitals – all of whom were approached to participate in this study. Of 
these, the researcher used data collected from Thong Nhat Hospital which had 22 
nurses who met the inclusion criteria to pilot the questionnaire. The main study took 
place in the other four hospitals. Not every eligible participant chose to complete a 
study survey. It is acknowledged that the generalisability of this sample must be 
considered as it was quite small and the sampling strategy contained some risk of 
bias (LoBiondo-Wood & Haber, 2010). However, as the study focused on nurses’ 
knowledge and practices relating to COPD patients, it was a requirement that 
participants knew about the disease and had cared for COPD patients. These 
participants were considered to be the most appropriate to be able to explore 
intentions and behavioural determinants and their role in the practice of educating 
COPD patients.   
 
In terms of exploring the association among nurses’ intentions, behavioural 
determinants and their practice of educating COPD patients about self-management, 
the Theory of Planned Behaviour (TPB) was used as the theoretical framework. By 
 Chapter 4: Methodology 47 
using this theory, a sample size of 80 participants could be accepted with the multiple 
correlation coefficient R of around 0.30 and the power of 0.80 (Francis et al., 2004). 
The multiple R is used to measure the strength of correlation between one dependent 
variable and multiple independent variables or predictors. There is no correlation 
when R equals zero. The closer R comes to 1, the stronger the correlation is 
(Huitema, 2011). In terms of adapting TPB, the multiple R of 0.30 is selected as 
various systematic reviews highlighted the correlations between each determinant 
such as: attitudes, subjective norms and PBC, and intention ranging from 0.30 to 0.60 
(Albarracin et al., 2005; Armitage & Conner, 2001; McEachan, Conner, Taylor & 
Lawton, 2011). This high correlation indicates the strong relationship between these 
three determinants and intention.  
 
4.5 ETHICAL CONSIDERATIONS 
Ethical approvals were obtained from QUT and UMP Human Research Ethics 
Committee, Cho Ray Hospital, Hospital of UMP, Pham Ngoc Thach Hospital, 
Nguyen Tri Phuong Hospital, and Thong Nhat Hospital before conducting the pilot 
and the main study (Appendix B). The proposal was presented to the committees at 
the UMP and at each of the five hospitals to confirm that it was compliant with legal 
and ethical requirements. Based on ethical principles, recruited nurses had the rights 
to protection from harm and discomfort, protection from exploitation, self-
determination, full disclosure; and privacy (Polit & Beck, 2010).  
 
In terms of protecting participants from discomfort and harm, the content of 
questions focused on exploring nurse’s knowledge and their education practice. It did 
not address sensitive issues which might cause distress. The researcher also 
considered how data collection might potentially harm the participants if they could 
not answer the survey questions. That is, nurses might perceive themselves as having 
limited capacity to provide COPD care if they could not answer the questions. To 
minimise feelings of inadequacy, the survey provided information which explained 
that few participants were expected to be able to answer all questions. Nurses were 
told that the results would not be used to evaluate their competence in caring for 
COPD patients. The survey was anonymous to ensure that it would be impossible to 
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identify individual participants. Moreover, findings from the study were designed to 
benefit the community, by providing information which could be used to improve 
nurses’ competencies in the field and thereby increase the quality of care provided.  
 
There was no coercion as nurses had the right to determine if they wished to 
participate in the study. Participants confirmed their voluntary status by returning the 
completed anonymous questionnaire. Participants’ decision to participate or not to 
participate was not revealed to anyone. Only the researcher and three supervisors had 
access to the anonymous data. The collected data was stored in two forms:  
 Hard copies which were kept in a locked cabinet at QUT  
 Digital copies which were stored in a password protected portable data 
device and QUT’s network drive.  
Only the researcher had the cabinet’s key, and the password for the portable 
device and QUT’s access.  
 
4.6 THE VICOP INSTRUMENT 
The ViCOP instrument, which was developed to explore nurses’ knowledge, 
practices and intention regarding COPD self-management education, has nine 
sections. Data collected from the first five sections was used to describe the 
participants’ background, including demographic characteristics and educational 
background. These five sections were developed based on the TPB which specifies 
categories of background factors that can potentially influence behavioural intention. 
Section 6 explored nurses’ knowledge of COPD. Sections 7 and 8 described nurses’ 
practices in educating COPD patients about self-management education. The final 
section explored attitudes, subjective norms, PBC and intention of nurses to educate 
COPD patients about self-management.  
 
4.6.1 Sections 1, 2, 3, 4, and 5: Participants’ background factors 
Section 1 contained one question, designed to screen for nurses who did not 
care for COPD patients as their primary focus. If nurses answered no, they were 
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informed they did not need to complete the remainder of the survey.  The following 
sections were designed to obtain information about selected background 
characteristics.  The TPB describes categories of background factors that potentially 
influence behavioural intention, and was therefore used to guide selection of 
questions. Section 2 investigated nurses’ demographic characteristics. In addition, 
this section contained some questions identifying whether nurses educated COPD 
patients, the topics which were covered by nurses when educating COPD patients, 
and the references which nurses used in patient education.  Section 3 and section 4 
focused on nurses’ training in health education and COPD self-management 
respectively. Section 5 explored nurses’ perception of who most influenced their 
practices when educating COPD patients. This section was included to support the 
investigation of subjective norm (section 9) which focus on participants’ perception 
of being supported by others in the practice under investigation (Appendix C). 
 
4.6.2 Section 6: Measurement of nurses’ COPD knowledge 
The Bristol COPD Knowledge Questionnaire (BCKQ) was used in section 6 of 
the ViCOP instrument to explore nurses’ knowledge of COPD (White et al., 2006). 
The BCKQ was originally developed to investigate patients’ basic knowledge of 
COPD in England. The content focused on topics such as COPD symptoms, exercise, 
smoking and medications. This tool has been used in one Chinese study to explore 
the healthcare professionals’ COPD knowledge (Wen & Wen-hua, 2011). The 
BCKQ was therefore utilised within the ViCOP instrument to explore nurses’ COPD 
knowledge.   The BCKQ contains 65 multiple-choice questions which are divided 
into 13 topics. There are three options for answering each question; true; false and 
don’t know (Appendix C). The participants received +1 score for every correct 
answer. Participants did not receive a score when they provided incorrect answers or 
chose the option “Don’t know”. The maximum and the minimum total score were 65 
and zero, respectively.   
 
In considering the use of the BCKQ tool for the ViCOP study, the tool’s 
validity was examined. White et al. (2006) reported the tool has good face validity 
with 18 of the 24 healthcare professionals in their study satisfied with each 
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question’s ability to test knowledge. Test-retest reliability (8 week interval) was also 
conducted and reported to be adequate. The tool’s internal consistency was high with 
a Cronbach’s alpha for the 65 items being 0.73. The inter-correlation and intra-
correlation were also high with r = 0.71 and r = 0.82 respectively. The BCKQ was 
therefore considered a reliable tool to explore COPD knowledge. As the BCKQ was 
originally developed in English, the back translation procedure was adapted to ensure 
the content validity when this instrument was used in Vietnam.   
 
4.6.3 Section 7: Measurement of nurses’ health educational practices in 
COPD care 
Section 7 included the self-assessed Patient Education Competency 
Questionnaire PECQ to investigate nurses’ health educational practices in COPD 
care.  The PECQ was derived from a survey conducted by the Cancer Patient 
Education Network (CPEN) in the US. John et al. (2010) used the PECQ to 
investigate healthcare workers’ patient education competencies in a cancer. Of the 20 
survey items specific to health education, none were specific to oncology – they 
addressed general education practices. The reason choosing the PECQ for the ViCOP 
study was because of its relevance to assessing patient education skills of healthcare 
professionals in chronic care. The items are rated using a 7-point Likert scale ranging 
from 1 “Never” to 7 “Always” (Appendix C).  
 
4.6.4  Section 8: Measurement of nurses’ practices in educating COPD 
patients about self-management 
To investigate nurses’ practices in educating COPD patients about self-
management, the ViCOP study combined the ACIC-E, the WHO’s report of ICCC 
Framework (2005), and the GOLD (2010) guidelines. The ViCOP instrument’s 
section 8 presented these items (Appendix C). The ACIC-E was developed from the 
ACIC tool based on the CCM to evaluate an organisation’s patient education 
practices in chronic care (Bowen et al., 2010). This tool identifies five general items 
for evaluating self-management education such as: assessment of patients’ 
experience in and satisfaction with the practice; assessment and documentation of 
patients’ self-management needs and activities; self-management support strategies; 
effective behaviour change counselling; and faculty development in self-
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management support. These five items were used as core items to assess self-
management in the ViCOP instrument. 
 
The WHO’s (2005) report was developed to support healthcare workforce 
training in chronic care for the 21
st
 century. This report recommended healthcare 
workers’ core competencies for caring for patients with chronic diseases based on the 
ICCC Framework. In addition, the WHO report recommended six cognitive and 
behavioural skills for self-management support in developing countries including: 
coping skills; goal setting for specific and moderately challenging behaviours; self-
monitoring; environmental modification; self-reward; and arranging social support. 
As patients in developing countries might be insufficiently prepared for self-
management, the report suggested health professional training in these skills to 
support patients in self-management. The ViCOP instrument thus contained five 
items and six sub-items to assess “Self-management Support Strategies”. 
 
The ViCOP study adapted the GOLD (2010) Guideline for the 
conceptualisation of the COPD instrument to be used in this research programme. 
This guideline included four components which are essential to planning a COPD 
self-management programme including: assess and monitor disease; reduce risk 
factors; manage stable COPD; and manage exacerbation. These four components 
suggested essential items specific to COPD which were adapted in examining nurses’ 
strategy of managing COPD patients. In addition, the GOLD (2010) Guideline 
suggested the requirement of counselling about smoking cessation, instruction in 
physical exercise, nutritional advice and continued nursing support in managing 
COPD (GOLD, 2010, p.32). Given this, the GOLD guideline supplied the five main 
items regarding self-management education which were suggested by the CCM by 
providing detailed items specific to COPD management. This collaboration was used 
to conceptualise a COPD specific instrument to examine nurses’ self-management 
educational practices.  
 
As the ViCOP study aimed to explore nurses’ practices of educating COPD 
patients about self-management, the combination of these three tools was expected to 
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inform these phenomena. Participants were asked to rate their probability of 
performing activities, based on five items of the ACIC-E, six sub-items of the 
WHO’s (2005) report, and COPD management issues outlined in the GOLD (2010) 
guideline. A 7-point Likert scale which ranges from “1 Never” to “7 Always” was 
used for measurement of the frequency of each behaviour. 
 
4.6.5 Section 9: Measurement of behavioural determinants  
Section 9 of the ViCOP instrument was included to investigate the attitudes, 
subjective norms, PBC and intention of nurses regarding self-management education 
(Appendix C). The ViCOP study used TPB’s direct measure to investigate these 
elements. A 7-point Likert scale ranging from “1 Strongly Agree” to “7 Strongly 
Disagree” was used to rate participant’s perception of each item. The five items in 
the ACIC-E mentioned in section 3.4.4 were adapted for measuring these four 
elements.  
 
The questions in this section were constructed to be consistent with the TPB. In 
terms of measuring nurses’ attitudes toward self-management education, the 
adjective “Good” was used, as recommended by Ajzen (2002a). Ajzen (2002a) 
suggested that there were two separate components of overall evaluation of this 
concept, instrumental and experiential. Given this, the ViCOP used the adjective 
“Good” to investigate nurses’ support for educating COPD patients about self-
management. To examine PBC, perceived self-efficacy and/or controllability were 
considered. Perceived self-efficacy refers to people’s beliefs regarding their 
capabilities in performing a behaviour. In predicting intention, studies have identified 
that perceived self-efficacy significantly contributes to explaining variance in 
intention (Ajzen, 2002b). Given this, the ViCOP used the adjective “confident” in the 
rating scale to measure PBC. Table 4.2 presents the format of questions in section 9 
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Table 4.2  The format of questions in Section 9 of the ViCOP instrument 
 TPB’s four elements Formatted questions The ACIC-E’s five 
items 
1 Nurses’ attitude toward self-
management education 
I think it is good to…  Assessment of 
patients’ experience in 
and satisfaction with 
the practice before they 
are discharged 




and Activities before 
they are discharged 
 Self-Management 
Support Strategies 
before they are 
discharged 
 Effective Behaviour 
Change Counselling 
before they are 
discharged 
 Faculty Development 
in Self-Management 
Support before they 
are discharged 
2 Nurses’ perception of 
important persons who 
mostly influenced their 
practices of educating 
COPD patients 
To the best of your 
understanding, you believe 
the person you identified as 
having influence over your 
practice is likely to think you 
should… 
3 Nurses’ perceived 
capabilities of performing 
self-management education 
As a registered nurse, I am 
confident to… 
4 Nurses’ intention of 
educating COPD patients 
about self-management 




4.7 INSTRUMENT PILOT 
4.7.1 Pilot procedure 
While the study questionnaire was developed in English at an Australian 
university the researcher translated the questionnaire from English into Vietnamese 
for implementation. The Vietnamese survey was compared with the English version 
by a translation company in Vietnam, independent of the investigator. This step was 
undertaken to guarantee accuracy in the meaning of the translated content. A pilot 
was then conducted to test the clarity, comprehensiveness and acceptability of the 
questionnaire’s additional items (Rea & Parker, 2005). Piloting the questionnaire in a 
hospital which was not used for the data collection in the main study was done for 
the reason of revising the applicability of the instrument in Vietnamese context. 
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Further, as it is expected the instrument may require some refinement given the 
translation of the document, data collected from the pilot will be excluded when 
examining the main data set. 
 
The researcher followed the same procedure to identify and recruit potential 
participants as was used in the main study to identify the population of interest. The 
same inclusion criteria used in the main study to recruit nurses was also adopted for 
piloting the questionnaire. A total of 19 nurses working in the Medical Department in 
Thong Nhat hospital met the inclusion criteria and received the questionnaire. 
Participants were asked to complete the questionnaire and give comments on the 
content, the length, the wording and formatting. A short post-pilot meeting of 
approximately 20 minutes was conducted to collect the survey and discuss the 
comments. The post-pilot meeting’s time length was set up so nurses could 
participate without influencing their clinical work. To assist in allowing as many 
nurses as possible to attend the post-pilot meeting, the meeting was held during the 
dayshift. A total of 16 nurses returned the completed questionnaire. Of these, 11 
nurses attended the meeting, while five others were contacted individually due to 
their work schedules.  
 
Francis et al. (2004) recommended exploring six categories when constructing 
the questionnaire based on TPB.  The researcher used these categories as a 
framework in the pre-survey meeting. As such, six questions were asked in the 
discussion. The researcher then revised the questionnaire for use in the main study 
based on these comments. Table 4.3 presents the topics which were addressed in 
discussions about the pilot instrument. 
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Table 4.3 Topics addressed to assess the pilot instrument 
Categories Questions 
Ambiguous items or difficulties when 
answering the questionnaire 
Are there any items which are 
ambiguous or difficult to answer? 
The repetitiveness of the questionnaire Do you feel the content was repetitive 
when answering the questionnaire? 
The length of the questionnaire Do you think the questionnaire was 
too long to answer? 
The superficiality of the 
questionnaire’s content 
Do you think the content was too 
superficial? 
Obstructive features of the wording or 
formatting 
Do you have any problem with the 
wording or formatting? 
Inconsistent responses Review of responses to identify 
inconsisten responses. 
 
4.7.2 Pilot test results 
4.7.2.1 The 7-point Likert scale 
As the TPB was used to investigate the potential impact of behavioural 
determinants on nurses’ practices of educating COPD patients about self-
management, a 7-point Likert scale was suggested in constructing the instrument. 
However, most participants were confused when using the 7-point Likert scale to 
self-evaluate the frequency of their practice of educating COPD patients. There were 
eleven nurses who only chose the number 1 which means “never do”, and the 
number 7 which means “always do” for their answers – they did not choose 2, 3, 4, 5 
or 6. They suggested that it was easier for them to have only three options for 
answering, including: Never; Sometimes; and Always. These comments were 
unexpected as all Vietnamese nurses are taught to use 10-point pain assessment scale 
which is similar to the 7-point Likert scale. To solve this problem, clear examples of 
how to use the 7-point Likert scale were provided in each section relating to the 
frequency of practice. The researcher also used the 10-point pain assessment scale as 
an example to instruct nurses during the proposal presentation. As a result the 7-point 
Likert scale was able to be used successfully by the participants. This enabled the use 
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of the 7-point Likert scale in other sections of the questionnaire, allowing for 
consistency in the measuring of scales used in this. 
 
4.7.2.2 The length of the questionnaire 
As there are nine sections, the length of the questionnaire was a considerable 
issue. Most of participants mentioned that the questionnaire was long. It took them 
approximately 45 minutes to answer all questions. This study used a self-reporting 
method to collect data. It was expected that participants would be able to arrange 
their workloads over a two week period in order to complete the questionnaire 
without interrupting their work. Given that participants had unsupervised access to 
the questionnaire for two weeks, it is impossible to know whether collaboration 
occurred. This problem was recognised as one limitation of the study. 
 
4.7.2.3 Wording of the questionnaire 
The majority of participants were confused in differentiating between the 
phrase “health education of patients with chronic diseases” in section 3 and the 
phrase “self-management education of COPD patients” in section 4. Based on 
discussion, the researcher found that this confusion occurred as participants 
considered COPD a chronic disease. As such, they did not recognise the different 
meanings in each phrase. In section 3, the questions focused on general health 
education for patients with all kinds of chronic disease, such as diabetes or asthma. 
Section 4 aimed to specifically identify the self-management education for COPD 
patients. To avoid future confusion, additional explanation specific to sections three 
and four was provided in the proposal presentation to clarify the meaning of these 
two phrases.  
 
The discussion also found that participants misunderstood the words “Formal 
Training Courses”. Participants did not consider workshops, nursing conferences, 
physicians’ lessons delivered in hospitals where they received information about 
COPD, COPD self-management education, or health education to be “Formal 
Training Courses”. They thought formal training referred to programs with a 
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specified curriculum, learning schedule, and materials. This definition of “Formal 
Training Courses” led to missing information, as most included their training 
experiences in the informal training category. As such, an additional category 
“Informal Training Courses” was added to obtain this information. “Informal 
Trainings Courses” were explained to nurses as all types of education specific to 
health education and self-management education. This meant that nurses were 
encouraged to report all possible information relating to their learning. For example, 
a 10-minute discussion of health education among nurses was accepted. An 
explanation of “Informal Training Courses” was provided in the proposal 
presentation to enhance understanding of the questionnaire’s content.  
 
4.8 INSTRUMENT RELIABILITY 
Testing the ViCOP instrument’s reliability was essential to ensure reliable 
results when adapting some tools, which were developed in other contexts, to a 
Vietnamese study. The instrument was considered to have reliability when the results 
were consistent for repeated studies. There were three aspects which can be 
measured to test reliability, including: stability, internal consistency and equivalence 
(Kimberlin & Winterstein, 2008; Marsden & Wright, 2010). Measuring internal 
consistency is commonly used due to its ease of calculation.  
 
In terms of measuring the internal consistency, the assumption of existing 
correlations among items which investigate the same construct was examined. There 
are three tests to measure the internal consistency including Split-halves test, Kudar-
Richardson test and Cronbach’s Alpha test. Among these three tests, the Cronbach’s 
Alpha test is widely used and is the appropriate test for multi-scale responses such as 
Likert scale (Kimberlin & Winterstein, 2008). Given this, the ViCOP study which 
employs a 7-point Likert scale for multiple-item instruments used the Cronbach’s 
Alpha test to measure the instrument’s internal consistency. The literature 
recommends an alpha value above 0.7 indicates acceptable reliability. The closer the 
alpha came to 1, the higher the reliability (Marsden & Wright, 2010; Tavakol & 
Dennick, 2011).  
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The ViCOP instrument’s internal consistency reliability was checked for its 
scales measuing attitudes, subjective norms, PBC and intention. Findings indicate the 
high reliability of the ViCOP instrument with all values of Cronbach Alpha being 
above 0.90 (Table 4.4). 
 
Table 4.4 The instrument reliability 
 Valid N Cronbach Alpha N of items 
Attitude 123 α =  .94 7 
Subjective norm 123 α =  .96 7 
PBC 121 α =  .93 7 
Intention 120 α =  .96 7 
 
4.9 DATA COLLECTION 
Following the survey pilot the revised questionnaire was administered in the 
four hospitals (Cho Ray Hospital, HCM Medical University Hospital, Pham Ngoc 
Thach Hospital, and Nguyen Tri Phuong Hospital). Eight departments in the four 
hospitals were selected. In Cho Ray Hospital, the Medical Respiratory Department, 
with 35 nurses, was chosen. HCM Medical University Hospital and Nguyen Tri 
Phuong Hospital each have two departments where nurses care for COPD patients. 
The two departments in HCM Medical University Hospital are the COPD Outpatient 
Clinic with five nurses and the Medical General Department with 24 nurses. The 
Nguyen Tri Phuong Hospital has the Medical Respiratory Department and the 
Geriatrics Department, with 28 nurses and 18 nurses respectively. The Pham Ngoc 
Thach Hospital’s Nursing Department nominated three departments including A-2 
Department (12 nurses), C-5 Department (11 nurses) and C-6 Department (11 
nurses). Table 4.5 summarises the number of participants in each department. 
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Table 4.5 Location of survey administration  
Hospital/department Number of nurses 
Cho Ray Hospital 
        Medical Respiratory Department 
 
35 
Nguyen Tri Phuong Hospital 
        Medical Respiratory Department 












HCM Medical University Hospital 
COPD Outpatient Clinic 






Ethics approval took approximately two weeks at each hospital. After receiving 
formal introductory letters from the hospitals’ directors, two proposal presentations 
were organised. It took approximately one week to conduct two proposal 
presentations at each hospital. The researcher then administered the questionnaire to 
all nurses who were potentially caring for COPD patients. Participants were asked to 
return the completed questionnaire through the Training and Scientific Research 
Department or the General Planning Department within two weeks. This process of 
collecting data was used to ensure the confidentiality. It took approximately three 
weeks for each hospital to recruit participants, collect data and receive the 
questionnaires. The total time of data collection conducted across the four hospitals 
was 12 weeks (Appendix A).  
 
4.10 DATA MANAGEMENT 
4.10.1 Data coding 
The researcher enetered collected data using pre-determined codes into the 
Statistical Package Social Science (SPSS) Software 19.0. Qualitative information 
was coded with a corresponding numerical value which reflected the key categories 
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of information collected from participants’ responses. Numerical data was entered as 
a numerical value (e.g. age in years). Values of variable or missing data and 
measures were carefully defined to avoid errors when running statistical tests. In 
order to maintain the consistency of the entered data, the researcher created and used 
a code handbook during the data entry. 
 
4.10.2 Data storage 
Data storage was another important step relating to the study’s data 
management, which ensured the data’s safety and confidentiality. The collected data 
was stored in file folders, kept in a locked cabinet at QUT. The entered data was 
stored in digital copy, saved in a password protected portable data device and on 
QUT’s network drive. In terms of using QUT’s network drive, the backup process 
was conducted nightly. This helped to protect collected data from being lost due to 
outside factors such as fire, disaster or computer viruses. Only the researcher and 
three supervisors had access to the data to ensure confidentiality. 
 
4.10.3 Data cleaning 
The data cleaning process was the final step to screen, identify and fix 
errors to ensure the data’s integrity before running statistical analyses. As errors 
could occur at any point while collecting, coding and entering data, it was critical 
that the data were cleaned prior to analysis.  Broeck et al. (2005) suggested the Data-
Cleaning Framework (DCF) has three phases including screening phase, diagnostic 
phase and treatment phase Pallant (2010), meanwhile, recommends two steps of 
cleaning data in the SPSS Manual which are checking data for errors, and correcting 
the errors. When considering both methods, Pallant (2010) combined the screening 
phase with the diagnostic phase in the first step. To increase the rigour of the data 
cleaning undertaken in this study Broeck et al.’s DCF (2005) was used as the 
guidance for cleaning data.  
 
As part of the cleaning process suggested by the DCF, the researcher 
looked for the lack or excess of data, outliers and/or inconsistencies, unexpected 
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patterns, as well as suspect analysis results in the screening phase. In order to find 
out these oddities objectively and systematically, Broeck et al. (2005, p.0967) 
suggested the use of “simple descriptive tools”. Pryjmachuk and Richards (2007, 
p.45) supported this idea by mention of using “exploratory data analysis” (EDA) in 
data screening. As such, the descriptive analysis was run by SPSS 19.0 in the 
ViCOP, to explore the frequency of each variable. This helped identify any missing 
information or strange patterns. For example, there was no expectation of finding the 
number eight in the seven point Likert scale data entry. In addition, histograms, box 
plots and Scatter plots were run to discover potential outliers (this also helped to 
examine the data distribution). From that, the statistical tests could be chosen 
appropriately. An additional strategy to ensure the data quality used in ViCOP was 
also undertaken. All data for a randomly chosen ten percent of participants were 
randomly chosen and checked independently. In the next phase called “diagnostic”, 
the researcher clarified the nature of errors which were identified in the screening 
phase. This meant that the researcher diagnosed each finding as errors, missing data, 
true extreme, true normal or no diagnosis. For example, this study asked participants 
whether they attended any training courses of COPD self-management. If 
participants did not have any training courses, they were not asked to complete the 
eight following questions. Therefore, no data was expected to be provided for those 
eight questions. Although the descriptive analysis indicated missing information in 
such questions, it was diagnosed as true normal. The third phase in the DCF was 
treatment which meant the identified problem was edited based on the diagnosis. In 
ViCOP, the missing data were left unchanged after the researcher checked the 
influence of such data by running statistical tests. As there were unchanged results, 
other stages of study process were not reviewed.   
 
4.10.4 Data analysis 
First, descriptive analysis was run to describe the ViCOP variables 
(the normality of the variables was also checked in this step). Second, based on the 
descriptive analysis, missing data were identified. The ViCOP continued checking 
the type of missing data to find an appropriate solution for handling these data. 
Finally, inferential analysis was run to check the relationship between explanatory 
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variables and outcomes. In addition, the ViCOP instrument’s reliability was also 
checked in the data analysis process. 
 
4.10.5 The ViCOP descriptive analysis 
Descriptive analysis was conducted to summarise information of the 
ViCOP variables. This analysis also answered five research questions in the ViCOP 
study (Table 4.6). 
Table 4.6 Descriptive analysis in the ViCOP   
Research questions Descriptive analysis 
What are characteristics of nurses who 
care for COPD patients in hospitals? 
Categorical variables – frequency and percentages 
Continuous variables - normal distribution - mean 
and SD 
Continuous variables – non-normal distribution – 
median and range 
How is the training which nurses caring 
for COPD patients received? 
What level of COPD knowledge do nurses 
caring for COPD patients have? 
Continuous variables - normal distribution - mean 
and SD 
Continuous variables – non-normal distribution – 
median and range 
How do nurses caring for COPD patients 
educate patients about self-management? 
Whare are the attitudes, subjective norms, 
PBC and intentions of nurses caring for 




In descriptive analysis, checking interval variables for normality was 
an essential step to ensure the reliability and validity of the results when running 
inferential analysis. The interpretation of results might be unreliable when this 
assumption of normality is not achieved (Hair, Black, Babin, Anderson & Tatham, 
2010; McCluskey & Lalkhen, 2007; Tabachnick & Fidwell, 2007). The ViCOP study 
used both statistical and graphical methods to test the variables’ normality. The 
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frequency histograms were conducted to assess normality graphically. This method 
was more subjective, but faster and easier, than other statistical methods to examine 
normally. Histograms of interval variables which were normally distributed have a 
“unimodal, symmetrical and bell-shaped curve” (McCluskey & Lalkhen, 2007, 
p.128). In terms of the statistical methods, there were three criteria to determine 
normal distribution:  
 The variable’s median was within 10% of its mean.  
 The mean ± 3SD were within the minimum and maximum values of 
variables’ distribution. This criterion was used as the normal distributed 
variables have approximately 99.7% of data within the mean ± 3SD.  
 Skewness and kurtosis were between -2 and +2. Skewness assesses the 
symmetry of the data’s distribution while kurtosis presents the peak or flat 
distribution. The results suggested that the sample was very likely to be 
skewed and to have kurtosis when the number of standard errors was less 
than -2 or more than +2. Given this, the range from -2 to +2 was chosen 
which suggested that the variable might have a normal distribution (Stan 
Brown, 2011). As it was impossible to have all variables’ distribution based 
on this range of skewness and kurtosis, the other two criteria were combined 
to assess normality in this study. 
 
Based on the results of these assessments of normality, means and 
standard deviations were used to analyse the variables, while the non-normally 
distributed variables were summarised using medians and ranges. 
  
4.10.5.1 Missing data 
Missing data is one common problem in data analysis that can be 
identified by descriptive analysis (Tabachnick & Fidell, 2007). As the ViCOP used 
the self-report method for data collection, missing data expectably occurred. The 
literature outlined three types of missing data including: Missing Completely At 
Random (MCAR), Missing At Random (MAR), and Missing Not At Random 
(MNAR) (Buhi, Goodson & Neilands, 2008; Graham, 2009; Hair et al., 2006; 
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Schlomer, Bauman & Card, 2010; Sterner, 2011; Tabachnick & Fidell, 2007). To 
identify the type of missing data, Tabachnick and Fidell (2007) suggested the use of 
t-test which was only done for variables with more than 5% of missing data. Missing 
data were MCAR when the t-test indicates that there was no association between 
missing values and other variables (p values > 0.05).  
 
In the ViCOP, the percentage of missing values for the dependent 
variable, nurses’ intention to educate COPD patients, was less than 5%. Given this, t-
tests were not undertaken in this study. On visual scan, a random distribution of 
missing data was observed across the data set. Missing data were therefore 
considered MCAR in the ViCOP.  
 
There are two methods to handle MCAR. The first method is the 
listwise deletion which excludes the entire case when missing occurred at any 
variable. The second is pairwise deletion which excludes the case for only the 
variable with missing data. The ViCOP study used pairwise deletion to handle 
missing data. As missing values existed haphazardly across the data set, the use of 
pairwise deletion avoided the significant loss of cases. This was essential due to the 
small sample involved in the ViCOP study.  
 
4.10.5.2 The ViCOP inferential analysis 
The general linear model (GLM) univariate analysis was 
undertaken in the inferential analysis to estimate the influences of factors on nurses’ 
intention regarding educating COPD patients about self-management. This model 
involves one dependent continuous variable and several independent variables. There 
were both continuous and categorical independent variables in the ViCOP (Table 
4.7). 
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Table 4.7 The independent and dependent variables in the study 
Independent variables Dependent variables 
Background factors Age Intention to educate 




Years of working as a nurse 
Years of caring COPD patients 
Training of health education 






Perceived Behaviour Control (PBC) 
 
Selecting and including factors from multiple independent 
variables listed in the Table 4.7 were important for having the “best” model which 
can predict nurses’ intention to educate COPD patients. The three commonly used 
selection methods are forward selection, backward elimination, and stepwise 
selection. However, these methods were not used in the ViCOP due to the existence 
of categorical independent variables. Given this, the specific selection of covariates 
was based on selection of factors in the theoretical model for predicting nurses’ 
intention to educate COPD patients. A significant association was considered with p-
values lower than 0.25. This p-value cut-off was based on the Wald test (Bursac, 
Gauss, Williams & Hosmer, 2008). Important factors were considered where p<0.05. 
The GLM was conducted to identify the factors which were associated with nurses’ 
intention as the outcome. In testing the model, the association between selected 
factors and nurses’ intention was statistically significant when p<0.05. 
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4.11 SUMMARY 
The ViCOP study was conducted to explore nurses’ knowledge, practices and 
intention in educating COPD patients about self-management. This chapter presented 
the methodological steps which were undertaken to achieve such objectives. It 
argued that using a convenience sampling strategy to recruit nurses who had COPD 
patients as their primary focus in five selected hospitals in Ho Chi Minh City 
contributed to collecting the most relevant and specific data for this study. The 
chapter also described the procedure for conducting the pilot to ensure accuracy in 
the meaning of translated survey content, and the clarity, comprehensiveness and 
acceptability of the questionnaire’s additional items. In addition, the Cronbach’s 
Alpha values suggested the use of a reliable instrument in this study. This chapter 
also provided comprehensive description of data management strategies including 
coding, storage, cleaning and analysis. Findings of the ViCOP study will be 
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Chapter 5: Results 
5.1 INTRODUCTION 
The results of the descriptive and inferential analysis are presented in the two 
sections of this chapter. The descriptive analysis provides an overview of the study 
sample comprising nurses caring for COPD patients in Ho Chi Minh Hospitals. Their 
background demographic characteristics, training in COPD patient education, COPD 
knowledge and practices in educating COPD patients are described. Nurses’ intent 
regarding COPD self-management education is also summarised in this section. 
Findings from the inferential analysis are presented in the second section. Those 
results explore the association between potential influencing factors and nurses’ 
intent to educate patients about self-management specific to COPD care. The Theory 
of Planned Behaviour (TPB) is used to guide the analysis presented in this chapter.      
 
5.2 THE VIETNAM COPD STUDY (VICOP) DESCRIPTIVE ANALYSIS: 
COPD NURSES’ BACKGROUND 
5.2.1 COPD nurses’ demographic characteristics 
Of the 143 nurses who received the questionnaire, a total of 124 nurses 
returned completed questionnaires, representing a response rate of 86.7%. The 
descriptive findings summarising the demographic characteristics of nurses in this 
study are outlined in Table 5.1. The results indicate that most participants were 
female and Registered Nurses (RN) who had completed one of the three levels of 
nursing education for RN’s in Vietnam. More than half of the participants were 2-
year trained nurses (52.4%) and no nurse had a Master’s degree. The majority of 
nurses had greater than one year’s experience post registration, and working with 
COPD patients, although only one quarter of the sample have more than 5 years 
experience caring for COPD patients. 
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Table 5.1 Demographic characteristics of the sample  
Demographic characteristics n (%) Mean (SD) 
Age
*
 (years)  30.3 (7.8) 
Gender   
Male 17 (13.7)  
Female 107 (86.3)  
Nursing qualification   
Registered nurse 122 (98.4)  
Nurse on probation 2 (1.6)  
Highest level of nursing education   
2-year 65 (52.4)  
3-year 43 (34.7)  
Bachelor 16 (12.9)  
Master 0 (0)  
Years of working as a nurse   
<12 months 19 (15.3)  
1-5 years 56 (45.2)  
>5 years 49 (39.5)  
Years of caring for COPD patients   
<12 months 39 (31.5)  
1-5 years 54 (43.5)  
>5 years 31 (25.0)  
*
missing: two (2) respondents did not identify their age  
 
 
5.2.2 Nurses’ training background  
In this study, participants’ training regarding health education and COPD self-
management was considered as a background factor in the TPB. All 124 participants 
answered questions about their attendance at training courses, including the name of 
the course, hours attended, course presenter, their perception of course usefulness 
and course application. In terms of answering the question “ How useful did you find 
the training course(s) for your practice of educating COPD patient?”, respondents 
had to use a 7-point Likert scale ranging from “1=Of No Use” to “7= Extremely 
Useful” to rate their perception of the course’s usefulness. In addressing the question 
“To what extent do you apply the information you gained from the course(s)?”, the 
7-point Likert scale ranging from “1=Never” to “7=Always” was used. Additionally, 
an open ended format was also offered to examine respondents’  reasons for, and 
perceived outcomes from course attendance.  
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Table 5.2 presents information relating to nurses’ participation in training 
courses specific to health education.  Of the 124 participants, 59 respondents (47.6%) 
had attended at least one training course specific to health education for patients with 
chronic diseases. Most training courses were provided by secondary nursing schools 
and hospitals. Physicians were the most common presenters in these two programs. 
By contrast, nurses were the most common presenters in university training, with 
physicians involved in 50% of these programs. There was only one course at college 
level, which was also presented by physicians. All responses regarding the usefulness 
of the training courses were above level three on the seven point scale. Similarly, 
most responses relating to the extent to which the courses were applied in practice 
were also higher than three on the seven point scale. 
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Table 5.2 Nurses’ perception of training courses specific to health education 
  Course delivery 
(Hours) 







  Least     Most  Least     Most  
 n (%) n Median 
(Range) 
































Secondary 36 (61.0) 29 3.00 (1.5-
8) 
  36                  
     Physicians  16 (44.4) 0 0 0 0 3 
(18.8) 












1 (14.3) 5.43 
(0.79) 
0 0 0 0 1 (14.3) 6 (85.7) 0 5.86 
(0.38) 




4 (36.3) 6.18 
(0.75) 
0 0 2 
(18.2) 




     Missing  2 (5.6)                 
College 1 (1.7) 1 1  Physicians 1        1 (100) 7 0 0 0 0 0 0 7 (100) 7 
University 10 (16.9) 10 2.00 (1-
4.5) 
  10                  
     Physicians  0 (0)                 








0 0 0 2 
(40.0) 








2 (40.0) 6.20 
(0.84) 




Hospital 32 (54.2) 26 3.00 (1-9)   32                  






5 (25.0) 5.95  
(0.89) 
0 0 2 
(10.0) 










     Both  8 (25.0) 0 0 0 0 0 6 
(75.0) 
2 (25.0) 6.25 
(0.46) 
0 0 0 1 
(12.5) 
3 (37.5) 4 (50.0) 0 5.38 
(0.74) 
     Others  1 (3.1) 0 0 0 0 1 (100) 0 0 5 0 0 0 1 
(100) 
0 0 0 4 
Others* 13 (22.0) 13 3.00 (1-8)   13                  




4 (57.1) 6.43 
(0.79) 




     Nurses  0                 
     Both  6 (46.2) 0 0 0 0 0 1 
(16.7) 
5 (83.3) 6.83 
(0.41) 
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Table 5.3 presents information relating to nurses’ participation in training 
courses specific to COPD self-management.  Of the 124 participants, 37 respondents 
(29.8%) had attended at least one training course specific to COPD self-management. 
Most training courses were at secondary nursing school and physicians were the 
most common presenters in this program. By contrast, nurses were the most common 
presenters in university training programs, with physicians involved in 28.6% of 
courses delivered. There was only one course at college level which was presented 
by a physician. All responses regarding the usefulness of the training courses were 
above level four on the seven point scale, while the extent to which participants 
applied knowledge gained from the training courses was also rated level three on the 
seven point scale by all participants. 
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Table 5.3  Nurses’ perception of training courses specific to COPD self-management 
  Course delivery 
(Hours) 







  Least      Most  Least 
 
    Most  

































Secondary 23 (62.2) 20 3.50 (1-
9) 
  23                  
     Physicians  14 
(60.9) 
0 0 0 0 1 (7.1) 3 (21.4) 10 
(71.4) 
6.64 (0.63) 0 0 0 0 1 (7.1) 5 
(35.7) 
8 (57.1) 6.50 (0.65) 
     Nurses  2 (8.7) 0 0 0 0 0 2 (100) 0 6 0 0 1 0 1 0 0 4.00 (1.41) 






2 (28.6) 5.57 (1.13) 
College 1 (2.7) 1 1  Physicians 1 1 (100) 0 0 0 0 0 0 7 (100) 7 0 0 0 0 0 0 1 (100) 7 
University 7 (18.9) 7 1.00 (1-
3) 
  7                  
     Physicians  0                 






0 4.60 (0.89) 
     Both  2 (28.6) 0 0 0 0 1 (50.0) 0 7 (50.0) 6.00 (1.41) 0 0 0 0 1 
(50.0) 
0 1 (50.0) 6.00 (1.41) 
Hospital 13 (15.1) 9 2.50 
(0.5 – 
12) 
  13                  






3 (33.3) 5.89 (1.05) 
     Nurses  1 (7.7) 0 0 0 0 0 0 1 (100) 7 0 0 0 0 0 0 1 (100) 7 
     Both  2 (15.4) 0 0 0 0 2 (100) 0 0 5 0 0 0 0 2 (100) 0 0 5 
     Missing  1 (7.7)                 
Others* 11 (29.7) 10 3.00 (1-
8) 
  11                  




3 (50.0) 6.17 (0.98) 
     Nurses  0                 
     Both  5 (45.5) 0 0 0 0 2 (40.0) 0 3 (60.0) 6.20 (1.10) 0 0 0 0 2 
(40.0) 
0 3 (60.0) 6.20 (1.10) 
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The reasons for attending training courses were also explored. The option 
“Others” was used to explore more information from the participants. As noted 
above, among the 124 participants, 59 nurses reported receiving training in health 
education, while there were 37 nurses who attended COPD self-management 
courses. There was one missing value for each training course. The results identified 
the most common reasons for course attendance was personal choice. That is, the 
data indicate 70.7% and 83.3% of nurses wanted to attend the courses specific to 
health education and COPD self-management, respectively. Table 5.4 summarises 
this information. 
Table 5.4 Reasons for attending training courses 





 n (%) n (%) 
You yourself want to attend 41 (70.7) 30 (83.3) 
The hospitals require your attendance 20 (34.5) 12 (33.3) 
The head nurses require your attendance 12 (20.7) 8 (22.2) 
The physicians require your attendance 9 (15.5) 5 (13.9) 
Others
 
7 (12.1) 4 (11.1) 
Your colleagues advise you to attend 1 (1.7) 4 (11.1) 
  *Note: participants can provide multiple responses 
 
Nurses’ perceived outcomes from the training course attendance were also 
assessed. Table 5.5 presents participants’ perceived outcomes of training course 
attendance. A total of 58 participants out of 59 nurses who reported to attend at least 
one health education training course completed the questionnaire specific to health 
education training courses. Of these, most respondents reported having more 
knowledge (93.1%) resulting from attending the course. More confidence and more 
skills in educating patients with chronic diseases was the next most common 
outcome identified. There were similar findings for perceived outcomes from 
training courses in health education and COPD self-management. Of the 36 
participants who responded to this question (out of the 37 in total) relating to courses 
on COPD self-management, the three most common perceived outcomes were 
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increased knowledge, confidence and skills, with more than one third of the 36 
respondents reported these outcomes. The remaining items relating to gaining 
evidence, changing attitudes, and increasing intention to educate patients were 
identified by less than 50% of those surveyed as outcomes from course attendance. 
Nurses who reported receiving university training programs about health education 
perceived the least achievement in terms of changing attitudes and increasing 
evidence based knowledge, although numbers in this category are small so should be 
considered with caution.  
 Table 5.5 Perceived outcomes of training course attendance 
*
Participants can attend more than 1 course 
Perceived outcomes of training course attendance* Health education COPD self-management 
n (%) N n(%) n (%) N n(%) 
More knowledge to support your practices of educating COPD patients 54 (93.1)   34 (94.4)   
 Secondary  36 33 (91.7)  23 21 (91.3) 
 University  10 9 (90.0)  7 6 (85.7) 
 Hospital  32 29 (90.6)  13 11 (84.6) 
 Others  13 13 (100)  11 11 (100) 
More confidence in providing health education for COPD patients 43 (74.1)   33 (91.7)   
 Secondary  36 24 (66.7)  23 22 (95.7) 
 University  10 8 (80.0)  7 5 (71.4) 
 Hospital  32 20 (62.5)  13 12 (92.3) 
 Others  13 13 (100)  11 10 (90.9) 
More skills to support your practices of educating COPD patients 41 (70.7)   29 (80.6)   
 Secondary  36 25 (69.4)  23 18 (78.3) 
 University  10 7 (70.0)  7 4 (57.1) 
 Hospital  32 21 (65.6)  13 9 (69.2) 
 Others  13 13 (100)  11 11 (100) 
Evidence to support your practices of educating COPD patients 25 (43.1)   18 (50.0)   
 Secondary  36 19 (52.8)  23 13 (56.5) 
 University  10 1 (10.0)  7 0 (0) 
 Hospital  32 13 (40.6)  13 5 (38.5) 
 Others  13 7 (53.8)  11 5 (45.5) 
Changed attitude about providing health education for COPD patients 25 (43.1)   15 (41.7)   
 Secondary  36 17 (47.2)  23 12 (52.2) 
 University  10 2 (20.0)  7 2 (28.6) 
 Hospital  32 14 (43.8)  13 5 (38.5) 
 Others  13 9 (69.2)  11 10 (90.9) 
Increased intention to educate COPD patients 11 (19.0)   14 (38.9)   
 Secondary  36 8 (22.2)  23 11 (47.8) 
 University  10 2 (20.0)  7 2 (28.6) 
 Hospital  32 4 (12.5)  13 3 (23.1) 
 Others  13 4 (30.8)  11 4 (36.4) 
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5.2.3 Nurses’ knowledge of COPD 
Based on the GOLD (2010) guideline and the BCKQ instrument, nurses’ 
knowledge of COPD was assessed in three categories: COPD symptoms; COPD 
prevention; and COPD treatment. Table 5.6 summarises the mean total scale scores 
for these three categories, with a score of one given for each correct response in the 
category. The mean total scale score for nurses’ knowledge of COPD treatment is the 
lowest of the three. Nurses’ knowledge of COPD symptoms and prevention are an 
average of responses to all items in the category.  
Table 5.6 Nurses’ knowledge of COPD 
COPD category Range score 
possible 
Mean (SD) Actual range Mode 
COPD symptoms 0 - 30 16.92 (3.51) 8-25 18 
COPD prevention 0 - 15 7.79 (1.75) 3-11 9 
COPD treatment 0 - 20 7.07 (2.77) 1-13 7 
Total 0-65 31.78 (6.01) 15-43 39 
 
 
The “COPD symptoms” category contains 30 questions which are described in 
Table 5.7. The “COPD prevention” category contains 15 questions (Table 5.8) and 
the “COPD treatment” had 20 questions (Table 5.9).  Responses to individual items 
in each category highlight the large number of “don’t know” responses provided by 
participants in this study. 
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Table 5.7 Nurses’ knowledge of COPD symptoms 






In COPD     
In COPD the word “chronic” means it is severe 122 37 (30.3) 76 (62.3)
+  9 (7.4) 
COPD can only be confirmed by breathing tests 122 66 (54.1)
+  38 (31.1) 18 (14.8) 
In COPD there is usually gradual worsening over time 123 102 (82.9)
+  12 (9.8) 9 (7.3) 
In COPD oxygen levels in the blood are always low  122 67 (54.9) 32 (26.2)
+ 23 (18.9) 
COPD is unusual in people less than 40 years old  122 67 (54.9)
+ 36 (29.5) 19 (15.6) 
COPD     
More than 80% of COPD cases are caused by cigarette smoking  122 111 (91.0)
+ 5 (4.1) 6 (4.9) 
COPD can be caused by occupational dust exposure  124 101 (81.5)
+ 10 (8.1) 13 (10.5) 
Longstanding asthma can develop into COPD  123 85 (69.1)
+ 18 (14.6) 20 (16.3) 
COPD is commonly an inherited disease  124 17 (13.7) 87 (70.2)
+ 20 (16.1) 
Women are less vulnerable to the effects of cigarette smoking than 
men 
124 63 (50.8) 50 (40.3)+ 11 (8.9) 
The following symptoms are common in COPD     
Swelling of ankles  124 23 (18.5) 58 (46.8)
+ 43 (34.7) 
Fatigue (tiredness)  124 108 (87.1)
+ 10 (8.1) 6 (4.8) 
Wheezing  124 123 (99.2)
+ 0 (0) 1 (0.8) 
Crushing chest pain  124 82 (66.1) 22 (17.7)
+ 20 (16.1) 
Rapid weight loss  124 25 (20.2) 64 (51.6)
+ 35 (28.2) 
Breathlessness in COPD     
Severe breathlessness prevents travel by air  123 76 (61.8) 13 (10.6)
+ 34 (27.6) 
Breathlessness can be worsened by eating large meals  122 71 (58.2)
+ 28 (23.0) 23 (18.9) 
Breathlessness means that your oxygen levels are low  123 68 (55.3) 46 (37.4)
+ 9 (7.3) 
Breathlessness is a normal response to exercise  124 47 (37.9)
+ 58 (46.8) 19 (15.3) 
Breathlessness is primarily caused by a narrowing of the bronchial 
tubes  
124 88 (71.0)+ 9 (7.3) 27 (21.8) 
Phlegm (sputum)     
Coughing phlegm is a common symptom in COPD  124 97 (78.2)
+ 24 (19.4) 3 (2.4) 
Clearing phlegm is more difficult if you get dehydrated  123 74 (60.2)
+ 20 (16.3) 29 (23.6) 
Bronchodilator inhalers can help clear phlegm  123 45 (36.6)
+ 66 (53.7) 12 (9.8) 
Phlegm causes harm if swallowed  124 74 (59.7) 26 (21.0)
+ 24 (19.4) 
Clearing phlegm can be assisted by breathing exercises  124 108 (87.1)
+ 11 (8.9) 5 (4.0) 
Chest infections/ Exacerbations     
Chest infections often cause coughing of blood  124 30 (24.2) 60 (48.4)
+ 34 (27.4) 
With chest infections phlegm usually becomes coloured (yellow or 
green) 
124 116 (93.5)+ 0 (0) 8 (6.5) 
Exacerbations (episodes of worsening) can occur in the absence of a 
chest infection 
124 92 (74.2)+  21 (16.9) 11 (8.9) 
Chest infections are always associated with a high temperature  124 105 (84.7) 13 (10.5)
+ 6 (4.8) 
Steroid tablets should be taken whenever there is an exacerbation  124 33 (26.6) 47 (37.9)
+ 44 (35.5) 
+
the correct answer 
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Table 5.8 Nurses’ knowledge of COPD prevention 







Exercise in COPD     























Exercise helps release depression  122 102 
(83.6)
+ 
5 (4.1) 15 
(12.3) 






Smoking     
Stopping smoking will reduce the risk of heart disease  124 113 
(91.1)
+ 
9 (7.3) 2 (1.6) 



























Vaccination     
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Table 5.9 Nurses’ knowledge of COPD treatment 







Inhaled Bronchodilators     







Both short and long acting bronchodilators can be taken on the 








Spacers (e.g. nebuhaler, aerochamber) should be dried with a 








Using a spacer device will increase the amount of drug deposited 




9 (7.4) 32 
(26.2) 
Tremor may be side effect of bronchodilators  124 92 
(74.2)
+ 
5 (4.0) 27 
(21.8) 
Antibiotic treatment in COPD     





















Antibiotic treatment is necessary for an exacerbation (worsening) 








You should seek advice if antibiotics cause severe diarrhea 123 98 
(79.7)
+ 
1 (0.8) 24 
(19.5) 
Steroid tablets given for COPD (e.g. prednisolone)     














The risk of long-term side effects due to steroids is less with short 
courses than with 






















Inhaled Steroids (brown, red or orange)     
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5.3 NURSE’S PRACTICES IN EDUCATING COPD PATIENTS 
To investigate nurses’ practices with regard to educating COPD patients, the 
124 participants were asked two survey questions to report how they determined 
COPD patients’ knowledge before educating them. Participants also had multiple 
choices to describe educational topics covered and their preferred sources when 
educating COPD patients. Information about who respondents perceived as the most 
important person influencing their educational practice was also explored. All 124 
respondents were asked to use a 7-point Likert scale ranging from “1= Never” to “7= 
Always” to self-evaluate their practice with regard to educating COPD patients. 
Listening to patients and asking them questions were identified as the most 
common ways of determining COPD patients’ knowledge (see Table 5.10). A total 
of 108 nurses (87.1%) reported educating COPD patients before their discharge. Of 
these, more than 80% of participants stated they determined COPD patients’ existing 
COPD knowledge and knowledge of self-managing the disease (Table 5.10).  
 Table 5.10 Ways of determining patients’ existing knowledge  
 n (%) Ways of determining 
patients’ existing knowledge 
n (%) 
Determining COPD patients’ 
existing knowledge of the 
disease 
99 (91.7) Listening to patients 46 (46.5) 
Asking questions 36 (36.4) 
Both asking and listening 11 (11.1) 
Other 6 (6.1) 
    
Determining COPD patients’ 
existing knowledge of self-
managing the disease 
91 (84.3) Listening to patients 40 (44.0) 
Asking questions 38 (41.8) 
Both asking and listening 10 (11.0) 
Other 3 (3.3) 
 
Table 5.11 summarises responses from the 108 participants who reported 
providing education to COPD patients prior to their discharge about educational 
topics. One question asked participants to report various educational topics they 
would cover when educating a COPD patient. Steroid and antibiotic medications 
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Table 5.11 Educational topics which were covered by nurses (n=108) 
  n (%) 
COPD symptoms Risk factors which can cause and/or worsen COPD patients’ 
condition 
89 (82.4) 
 Common symptoms of COPD 82 (75.9) 
 Breathlessness in COPD 79 (73.1) 
 Sputum production in COPD 56 (51.9) 
 Exacerbation of COPD 55 (50.9) 
 Definition of COPD 52 (48.1) 
COPD prevention Smoking 91 (84.3) 
 Exercises for COPD patients 71 (65.7) 
 Vaccination: flu and/or pneumonia 34 (31.5) 
COPD treatment Bronchodilator medications 68 (63.0) 
 Steroid medications 27 (25.0) 
 Antibiotic medications 26 (24.1) 
 Others 5 (4.6) 
 
 
The reference sources which nurses used as their evidence in educating COPD 
patients were also explored by using the question “Which of the following informs 
the education you provide to your COPD patients (you may choose more than one 
option)?”. In responding to this question, of the 108 respondents who reported 
educating COPD patients, the majority of nurses relied on their past experiences 
(83.3%). Less than 30% of respondents used the 2010 Global Initiative for Chronic 
Obstructive Lung Disease (GOLD) Guideline for COPD management and research 
articles as references when educating patients (Table 5.12). 
Table 5.12 Reference sources when educating COPD patients (n=108) 
Reference sources n (%) 
Nurses’ past experiences 90 (83.3) 
Knowledge gained from nurses’ peers 79 (73.1) 
Knowledge gained whilst completing nurses’ registered training 77 (71.3) 
Guidelines/ protocols which have been developed by the hospital 59 (54.6) 
2010 Global Initiative for Chronic Obstructive Lung Disease (GOLD) Guideline of 
COPD management 
28 (25.9) 
Research articles 19 (17.6) 
Others 4 (3.7) 
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Based on two multiple-choice questions, responses regarding the person whom respondents perceived as the most important in influencing 
their educational practice highlighted the important role of physicians. Participants were asked to rate from 1 “No influence” to 7 “Extremely 
influence” the influencing level which they perceived. Of the 109 nurses who completed this section, more than half of the respondents (53.2%) 
reported physicians as the person who influences them most in educating COPD patients. The majority of responses regarding the extent of 
influence were above level four on the seven point scale.  Encouraging and discussing were the two most common ways in which this occurred. 
 
Table 5.13 Nurses’ perception of the influences on their practice (n=109) 
 
  Extent of influence Ways of influence 
   Least     Most       
























Physicians 66 (53.2) 62 0 (0) 1 
(1.6) 














Colleagues 18 (14.5) 14 0 (0) 0 (0) 0 (0) 2 (14.3) 4 (28.6) 5 (35.7) 3 (21.4) 5.64 
(1.01)
 
15 2 (11.1) 2 (11.1) 10 
(55.6) 
1 (5.6) 




0 (0) 4 (25.0) 6 (37.5)
*
 
Patient 8 (6.5) 8 0 (0) 0 (0) 0 (0) 2 (25.0) 0 (0) 3 (37.5) 3 (37.5) 5.88 
(1.25) 
8 0 (0) 0 (0) 1 (12.5) 7 (87.5) 
Patient’s 
family 
1 (0.8) 1 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1 
(100%) 
7 (0) 1 0 (0) 0 (0) 0 (0) 1 (100) 
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In terms of investigating nurses’ practices in educating COPD patients about self-management, the study measured the frequency of each 
activity. The mean score was over four on the seven point scale for most of the items. Two items relating to adjusting teaching based on cultural 
factors and age-related needs have a mean slightly lower than four on this scale. Similarly, the mean score was over four on the seven point scale 
for all items regarding COPD self-management education (Table 5.14 - Table 5.15).  
Table 5.14  Nurses’ practices of educating COPD patients - Potential range: 1 (never) – 7 (always) 
 n Mean (SD) 
Apply learning theories to patient education 124 4.09 (1.92) 
Create an environment that facilitates learning 123 4.11 (1.99) 
Build rapport with patients 124 5.17 (1.72) 
Use appropriate non-verbal communication 121 4.17 (2.02) 
Utilise listening responses 124 5.88 (1.39) 
Determine patients’ learning style 123 5.11 (1.66) 
Assess patients’ readiness to learn 122 4.89 (1.77) 
Tailor patient teaching to individual needs 123 4.80 (1.84) 
Determine patient communication style 123 4.96 (1.62) 
Determine individual learning needs of patients 124 4.59 (1.90) 
Determine priority learning needs 123 4.29 (1.96) 
Provide patients with various strategies to help them learn 123 4.15 (2.07) 
Assist patients to formulate questions about information they need to acquire 124 4.92 (1.73) 
Assess patients’ level of understanding of information provided 124 4.92 (1.73) 
Adjust teaching based on patients’ changing learning needs throughout the COPD continuum 124 4.39 (1.94) 
Determine internal and external barriers that effect readiness to learn 124 4.15 (2.00) 
Understand the emotional impact of disease on learning 123 4.33 (1.96) 
Adjust teaching based on cultural factors that might impact learning 123 3.98 (2.09) 
Adjust teaching strategies based on age-related needs 124 3.92 (2.11) 
Incorporate family/support person into teaching as appropriate 124 5.16 1.67) 
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Table 5.15  Nurse’s practices of educating COPD patients specific to self-management - Potential range: 1 (never) – 7 (always) 
 n Mean (SD) 
Assess patients’ experiences in self-managing COPD 124 4.44 (1.90) 
Assess patients’ satisfaction with their practice of self-managing COPD  124 4.55 (1.93) 
Assess and document COPD patients’ self-management needs 123 4.76 (1.87) 
Assess and document COPD patients’ self-management activities 124 4.72 (1.83) 
Instruct COPD patients about coping skills 124 4.86 (1.78) 
Instruct COPD patients to self-monitor common symptoms of COPD   
 Dyspnoea 124 5.60 (1.60) 
 Chronic cough 124 5.28 (1.71) 
 Sputum production 124 5.38 (1.72) 
 Wheezing and chest tightness 124 5.46 (1.65) 
 Weight loss 124 4.55 (1.96) 
 Anorexia 124 4.56 (1.96) 
 Anxiety 124 4.60 (2.00) 
 Depression 124 4.31 (2.11) 
Instruct COPD patients to have ongoing self-monitoring and assessment, including: 
a) Exposure to risk factors 
  
 Risk factors which may be exposed since the patients’ last visit 124 4.34 (1.92) 
 Smoking: active/ passive 124 5.51 (1.66) 
 Working environment 124 5.26 (1.61) 
 Living environment 124 4.87 (1.64) 
b) COPD progression and development of complications   
 The amount of works patients can do before getting short of breath 124 4.33 (1.83) 
 Patients’ breathlessness worsened, improved or stayed the same since their last visit 123 4.57 (1.82) 
 Reducing activities because of short breathing or other symptoms 124 4.78 (1.65) 
 Symptoms worsened since the last visit 123 4.52 (1.66) 
 Sleep was interrupted by the breathlessness or other chest symptoms 124 5.10 (1.68) 
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c) Pharmacotherapy and other medical treatment   
 Medicines are taken 121 4.58 (1.96) 
 The frequency of taking medicines 120 4.59 (1.85) 
 Regular doses of medicine 120 4.51 (1.85) 
 Schedule of taking medicines 122 4.58 (1.85) 
 Way of using an inhaler 122 4.82 (1.78) 
 Other medicines or remedies 118 4.36 (1.86) 
 The effectiveness of treatment in controlling symptoms 119 4.61 (1.99) 
 Any problem which occurred when undertaking  
the treatment 
118 4.49 (1.84) 
d) Exacerbation history   
 Times and/or episodes when patients’ symptoms were a lot worse than usual since the last visit 121 4.40 (1.83) 
 The length of each time and/or episode since the last visit 123 4.18 (1.70) 
e) Comorbidities   
 Other comorbid conditions since the last visit 123 4.35 (1.89) 
Instruct COPD patients how to self-reward in living with COPD 118 4.45 (1.91) 
Support COPD patients in having environmental modification   
a) Eliminating or reducing the total personal exposure to tobacco smoke   
 Advise patients to eliminate being around other smokers 124 5.73 (1.35) 
b) Eliminating or reducing the total personal exposure to occupational dusts an chemicals   
 Advise patients to use respiratory protective equipment in the workplace 124 5.42 (1.59) 
c) Eliminating or reducing the total personal exposure to indoor and outdoor pollutants   
 Adequate ventilation should be established if various solid fuels are used for cooking and heating 124 5.24 (1.67) 
 Advise patients to avoid vigorous exercise outdoors during pollution episodes 124 5.35 (1.71) 
 Advise patients to staying indoor when air quality outdoor is poor 121 5.15 (1.82) 
Help COPD patients in arranging social support 122 4.00 (2.06) 
Counsel COPD patients to change their behaviour: quit smoking 123 5.65 (1.50) 
Instruct COPD patients about goal setting for specific and moderately challenging behaviours 123 4.30 (1.98) 
Receive and use support from department/ hospital in educating COPD patients about self-management 123 4.69 (1.83) 
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5.4 NURSES’ INTENTIONS REGARDING EDUCATING COPD PATIENTS ABOUT SELF-MANAGEMENT 
To investigate nurses’ intent for educating COPD patients about self-management, the study asked participants to use a 7-point Likert scale 
from “1=Strongly Agree” to “7=Strongly Disagree”. Based on the TPB, the study also explored their perceived behavioural determinants which 
potentially influence their intention. Findings from the 124 respondents identified that all mean scores were between two and three on the seven 
point scale (Table 5.16). Such responses suggest that nurses are likely to have a positive attitude toward educating patients. Responses also 
indicate nurses agreed that it was important for educating COPD patients and they were confident and had intention to educate COPD patients 
about self-management.  
Table 5.16 Intention and Perceived behavioural determinants regarding nurses’ self-management education- Potential range: 1 (Strongly Agree) 
– 7 (Strongly Disagree 















I think it is important to:          
Assess patients’ experiences in self-managing their disease 














Assess patients’ satisfaction with their practice of self-managing 





























Assess and document patients’ self-management activities 
















Apply self-management support strategies in educating COPD 














Counsel COPD patients to change their behaviour before their 124 50 41 8 (6.5) 4 (3.2) 6 4 11 2.44 (1.90) 
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discharge (40.3) (33.1) (4.8) (3.2) (8.9) 
Use support from department/ hospital in educating COPD 
















To the best of your understanding, you believe the person you identified in Section 5 as having influence over your practice is likely to 
think you should: 
Assess patients’ experiences in self-managing their disease 
before their discharge 















Assess patients’ satisfaction with their practice of self-managing 































Assess and document patients’ self-management activities 














Apply self-management support strategies in educating COPD 





























Use support from department/ hospital in educating COPD 














As a registered nurse, I am confident to:          
Assess patients’ experiences in self-managing their disease 
















Assess patients’ satisfaction with their practice of self-managing 




























0 (0) 2.37 (1.34) 
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Assess and document patients’ self-management activities 
















Apply self-management support strategies in educating COPD 





























Use support from department/ hospital in educating COPD 
















In my future practice, I intend to:          
Assess patients’ experiences in self-managing their disease 














Assess patients’ satisfaction with their practice of self-managing 





























Assess and document patients’ self-management activities 














Apply self-management support strategies in educating COPD 





























Use support from department/ hospital in educating COPD 
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5.5 FACTORS ASSOCIATED WITH NURSES’ INTENTION REGARDING 
EDUCATING COPD PATIENTS ABOUT SELF-MANAGEMENT 
To check the relationship among intention, perceived behavioural determinants 
and background factors based on the suggestion of the TPB information from Table 
5.16 and participant background information was used. Differences relating to 
nurses’ intention regarding educating COPD patients according to background 
factors such as age, gender, educational level, years of working as a nurse, years of 
caring for COPD patients, training of health education, training of COPD self-
management and COPD knowledge were explored. None of these factors were 
significantly associated with intention to education COPD patients about self 
management. The association between intention and three behavioural determinants 
including attitudes, subjective norms and perceived behavioural control (PBC) was 
also examined. Findings indicate a significant association between nurses’ intention 
to educate COPD patients and these three behavioural determinants (Table 5.18). 
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Table 5.17 The association between background factors, behavioural determinants 
and intention to educate COPD patients regarding self-management with p>0.2 
Independent variables Intention Statistical tests 




ANOVA t-test Correlate 
Gender        
 Male 15  2.71 
(1.57) 





 Female 101  2.60 
(1.57) 
   
Educational level        
 2-year trained 
nurses 
61  2.67 
(1.54) 





 3-year and 
bachelor 
trained nurses 
55  2.56 
(1.59) 
   
Years of caring for 
COPD patients 
       









 1-5 years 50  2.56 
(1.61) 
   
 >5 years 28  2.52 
(1.56) 
   
Training in health 
education 
       
 Yes 54  2.63 
(1.61) 






 No 62  2.60 
(1.53) 
   
Training in COPD 
self-management 
       
 Yes 34  2.82 
(1.81) 





 No 82  2.53 
(1.45) 
   




  Pearson 
correlate 
0.006 
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Table 5.18 The association between background factors, behavioural determinants 
and intention to educate COPD patients regarding self-management with p<0.2 
Independent 
variables 
  Intention     




ANOVA t-test Correlate  
Years of working 
as a nurse 
       
 <= 5 years 71  2.81 
(1.63) 






 >5 years 45  2.31 
(1.36) 
   




  Pearson 
correlate 
-0.129 
      Sig. (2-
tailed) 
0.168 




  Pearson 
correlate 
0.862 









  Pearson 
correlate 
0.850 












  Pearson 
correlate 
0.870 








Analyses from the literature review revealed multiple existing correlations 
among three behavioural determinants and background factors which potentially 
influence nurses’ intentions regarding educating COPD patients. Moreover, these 
factors might interact together which might change the relationship between each 
factor and intention. As such, the General Linear Model analysis was undertaken to 
find potential interaction. General Linear Model analysis  included variables which 
have p <0.2 from the bivariate statistical analysis as explanatory variables (see Table 
5.17), with intention to educate as the outcome. The findings presented in Table 5.18 
identified that nurses’ intention regarding educating COPD patients is associated 
with age, years of working as a nurse, attitude toward education and PBC. These 
factors contribute 80.5% to predicting nurses’ intention to educate COPD patients 
(Adjusted R
2
 = 0.805) (Table 5.19). That is, results indicate that older and more 
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experienced nurses who have more positive attitudes toward education of COPD 
patients to self-manage their disease, and who feel confident in performing this 
education, have higher intention to educate patients. Subjective norms were, 
however, not an independent predictor of intention to educate.  
Table 5.19  Parameter estimates for the factors affecting nurses’ intention to educate 
COPD patients using the GLM analysis 
 
a. This parameter is set to zero because it is redundant 
Dependent variable: nurses’ intention to educate COPD patients about self-






     95% Confidence 
Interval 
Parameter Estimates Std. 
Error 




Intercept -1.213 .504 -2.406 .018
* 
-2.212 -.214 
Years of working as a nurse       
1 = <=5 years .405 .199 2.033 .044
* 
.010 .800 
2 = >5 years 0
a 
     
Age .028 .012 2.229 .028
* 
.003 .052 
Attitude .366 .151 2.425 .017
* 
.067 .664 
Subjective norm .155 .145 1.069 .287 -.133 .444 
PBC .576 .106 5.459 .000
** 
.367 .785 
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5.6 SUMMARY 
This chapter has presented results of descriptive and inferential analyses to address 
the key research questions for this study. The study reveals that nurses in this study 
had limited educational preparation regarding health education and self management 
education in particular. The results also revealed that nurses had generally low levels 
of knowledge regarding COPD management. Despite this, nurses on average 
reported generally positive attitudes toward education and the majority reported 
some involvement in such education. In terms of the TPB model, analysis revealed 
independent predictors of higher intention to education COPD patients regarding self 
management were older age, greater experience caring for COPD patients, more 
positive attitudes towards education and having greater perceived control over 
education. Factors such as educational background, knowledge and subjective norms 
were not significant predictors. 
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Chapter 6: Discussion 
6.1 INTRODUCTION 
The Vietnamese COPD (ViCOP) study returned a number of findings. These 
findings will be explored in the discussion chapter and considered in the context of 
existing literature and clinical practices specific to COPD and self-management 
education external to Vietnam. Additionally, the limitations of the ViCOP study will 
be examined and the recommendations resulting from this study presented. 
 
6.2 WHAT ARE THE CHARACTERISTICS OF VIETNAMESE NURSES 
WORKING IN COPD SPECIALIST AREAS OF PRACTICE? 
6.2.1 Age and gender of the specialist COPD nurse 
The nursing group included in the study had a mean age of 30.3 years (SD = 
7.8) ranging between 21 and 52 years. More than half of the sample were younger 
than 30 (62.9%). In Vietnam, after finishing high school, students can enter directly 
into nursing studies and commence their undergraduate education at 18 years of age. 
Students then study for two years to become a secondary nurse, three years to 
become a college nurse and four years to become a bachelor prepared nurse (BSN). 
Therefore, nurses’ age at graduation range between 20 and 22 when they entered 
nursing after leaving school. Findings also indicated a small population of male 
nurses in the studied group (13.7%). The low percentage of male nurses in the 
ViCOP is reflected in other countries. This percentage was 10.2% in UK (Oxtoby, 
2003), 5.9% in the US, 3.6% in Denmark and 3.5% in Japan in 2002 (Genua, 2005). 
Similar data are not available to allow comparison of this profile to the general 
population of nurses in Vietnam. 
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6.2.2 Preregistration training for nurses working in COPD care  
The sample comprised mostly Registered Nurses (RNs), with only two nurses 
on probation (1.6%) (nurses on probation are required to work under the supervision 
of another RN for a minimum of three months – the time is dependent upon hospital 
policy). More than half of the participants (52.4%) were 2-year trained while 34.7% 
were 3-year trained nurses. The bachelor prepared nurses (BSNs) comprised only 
12.9% of the sample. There were no master’s qualified nurses. The high percentage 
of 2-year trained nurses in the ViCOP is explained by both the Vietnam nursing 
education system and governmental stipulation for Registered Nurses (RN) in 
Vietnam. Vietnam has three undergraduate nursing educational programs including 
2-year training (secondary nurse), 3-year training (college nurse), and 4-year training 
(BSN) programs. There is no National Licensing Examination for RNs (VNA, 2011). 
Therefore, after graduating, RNs practise at different levels depending on their 
educational background. Due to the shortage of college and bachelor prepared 
nurses, 2-year trained nurses occupy the majority of positions in hospitals as RNs. In 
other countries such as Australia, nurses have to register to practice as a Registered 
Nurse. Although nurses don’t currently sit a national examination, they are required 
to have their university contact the registering authority to validate that the applicant 
has met theory and practice requirements specific to registration (Australian Nursing 
and Midwifery Council, 2008). In the United States (US), nursing students attend 
training programs which take a minimum of 3 years and nurses in these countries 
often also have to pass a National Council Licensing Examination for RN (Keating, 
2011). These two examples were different from Vietnam in that those studying 
nursing in Vietnam are conferred by their academic institution. Graduands do not sit 
a national exam – they are eligible to apply for registration at the completion of their 
training programme. A survey of the US RN population conducted in 2008 reported 
that 37% of RNs had completed an associate degree program while 47% of RNs had 
completed the baccalaureate degree program (HRSA, 2010). Given the majority of 
nursing educational programs worldwide which lead to nursing registration and 
working at tertiary health institutions requires a minimum of 3 years study, findings 
from the ViCOP demonstrate that the sample has limited educational preparation 
compared to nurses in developed countries.  
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6.2.3 Experience caring for COPD patients  
The ViCOP findings reported 39.5% of nurses had more than five years’ 
experience working as a nurse. However, when considering specialty care for COPD, 
this percentage was lower (25%). Benner (1984) suggests that clinical experiences 
contribute to enhancing nurses’ competencies. She argues that nurses develop their 
competencies partly based on their clinical experience. While there is limited 
evidence to support the assumption that experience alone determines nurses’ level of 
practice and competence, it is reasonable to assume that experienced nurses in the 
ViCOP would be more likely to have had greater opportunities to develop skills in 
caring for COPD patients. While this may be a valid assumption when nurses have 
undergone a sound undergraduate training program to prepare them for practice, it is 
important to consider how such an assumption applies in the Vietnamese context 
where many nurses have only received 2-years training.  In such cases, nurses may 
not have developed the critical thinking, research and evidence-based practice skills 
that are necessary to enable them to learn effectively from experience.  In countries 
such as Vietnam, it is important, therefore, to consider that experience alone may not 
necessarily enable nurses to develop advanced skills in patient education and self 
management support as they have not been adequately prepared in core skills of 
critical thinking and scientific principles for practice. This study’s findings which 
indicate nurses had generally low levels of knowledge regarding COPD, and that 
they drew on past experience rather than evidence based guidelines for practice 
highlights some important gaps in knowledge and practice that warrant further 
attention. 
 
6.2.4 Post-registration COPD education for the specialist COPD nurse 
Findings of the study also indicate that less than half of the participants 
(47.6%) attended one post-registration training program about health education. In 
terms of COPD self-management, the percentage was even less, at 29.8%. Effective 
post-registration training is essential for Vietnamese nurses to deliver sound patient 
education, as studies indicate that nurses gain greater knowledge and skill acquisition 
from attending formal post-registration training programmes (Gijbels, O’Connell, 
Dalton-O’Connor & O’Donovan, 2010; Sykes & Temple, 2012). Due to the low 
 96                                         Chapter 6: Discussion 
percentage of nurses who attended a minimum of one training course specific to 
COPD self-management (29.8%), these results further suggest that Vietnamese 
nurses might not be sufficiently prepared for COPD patient education.  
 
6.2.5 Summary 
The majority of the nurses in this study were exposed to low level 
preregistration training. In addition, nurses were reported to have limited post-
registration education that would enable them to develop knowledge and skills for 
delivering effective self-management education.   
 
6.3 WHAT IS THE COPD KNOWLEDGE OF VIETNAMESE NURSES 
WORKING WITH COPD PATIENTS? 
The ViCOP used the Bristol COPD Knowledge Questionnaire (BCKQ) to 
investigate nurses’ knowledge of COPD. The BCKQ required participants to 
complete 65 True/False questions. Every correct answer received one point. No 
points were awarded when participants provided an incorrect  or unknown answer. 
The Vietnamese nurses in the ViCOP study attained a mean score of 31.78 
(SD=6.01) out of a possible 65. This mean score was low in comparison to other 
studies in this field. In assessing the effectiveness of education programs in the UK, 
the BCKQ was originally developed and used to assess COPD patients’ knowledge. 
The results reported the mean score was 36.1 (SD=5.9) for the control group of 
COPD patients who had not received any formal education (White et al., 2006). This 
mean score in the British patient group was higher than the ViCOP findings for 
Vietnamese nurses. In another randomised control trial conducted in Ontario 
(Canada) which implemented the BCKQ, patients without education had a mean 
score of 29.6 (SD=7.9) (Hill et al., 2010). This mean score was still very close to the 
ViCOP findings. The nurses in this study thus have the same level of knowledge as 
COPD patients enrolled in studies in developed countries. It is important to note that 
these patients had not received any previous formal education. Moreover, the nurses 
in the ViCOP were also found to have much lower mean total scores of knowledge 
than healthcare professionals (HCPs) involved in the delivery of COPD services in 
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the study by Edward and Singh (2012) (mean=50). While the ViCOP results 
indicating nurses’ poor knowledge regarding medications was similar to those found 
by Edward and Singh’s (2012), the ViCOP results overall highlight the limitations in 
knowledge of COPD nurses in this sample.  
 
As noted in the previous section, the limited knowledge level identified in this 
study can in part be explained by the limited educational preparation and post-
registration training, as well as the limited levels of clinical experience of nurses in 
this study.  For example, the finding that more that half of the participating RNs in 
this study were 2-year trained nurses (52.4%) means that they are likely to have had 
insufficient preparation in caring for COPD patients in complex settings. In Vietnam, 
the 2-year trained nurses is prepared to possess basic knowledge of nursing 
processes, nursing skills, safety in medication administration and a working 
knowledge of national health policies only. The 2-year trained nurses are thus 
responsible for basic care only (DOI, 2005) and have limited additional 
competencies of leadership, management, education and research (MOE, 2001).  As 
such, it is likely that the 2-year trained nurses find providing higher level patient care 
in the Special-Level and Level-1 hospitals a more difficult prospect than those with 
higher qualifications.  
 
Moreover, this study found nurses have undertaken limited post-registration 
training in COPD care.  Indeed, there are limited opportunities for formal post-
registration training courses in HCMC. Training courses are mainly organised and 
delivered by the top-level hospitals. For example, the HCM Medical University 
Hospital collaborates with the Medical School in the University of Medicine and 
Pharmacy to offer yearly short training courses regarding COPD management for 
healthcare professionals in HCMC and other provinces (Lan, 2011). While low 
percentage of nurses (29.8%) attended specific COPD training courses it should be 
recognised few of these courses exist. Moreover, the information provided in these 
courses were reported to be more likely to focus on COPD treatment, rather than 
areas that are more directly relevant to nursing practice and their role in educating 
COPD patients.  The lack of formal post-registration training specific to COPD self-
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management for nurses and the ineffectiveness of other training including secondary, 
college and university training suggest that nurses in this study are insufficiently 
prepared to educate patients regarding COPD self-management. 
 
In addition to having lower levels of educational preparation, nurses in this 
study on average had limited experience in caring for COPD patients. Moreover, as 
noted above, even for those with experience caring for COPD patients, the 
limitations of the 2-year training system in Vietnam could mean that nurses are 
inadequately prepared in critical thinking, research and evidence based practice skills 
to enable them to reflect on and learn from experience to the same extent as those 
who have more extensive undergraduate preparation. In this study, of the 31 nurses 
with more than 5 years COPD experience, only 5 BSNs were found. Given this, only 
4% of the sample could be classified as BSNs experienced in COPD care. Given the 
limited number of experienced nurses, it was not possible to undertake further 
analyses to compare the interaction between education level and experience and their 
impact on knowledge and practice in COPD self management education.  
 
Importantly, the limited knowledge levels identified for nurses in this study is 
of particular concern when considering that COPD patients require specific care. 
Rutschmann et al. (2004) reported the gap in managing COPD when primary 
physicians lacked knowledge specific to COPD management guidelines. These 
physicians were more likely to prescribe medications than to implement 
rehabilitation programs when compared to those with greater knowledge. The 
findings from this study confirmed that nurses had limited knowledge in all aspects 
of diagnosis, treatment and care of COPD patients. As such, it is not surprising to 
find that the gap in delivering effective COPD self-management education may be 
related to limitations in knowledge. For example, Ndosi and Newell (2008) reported 
the importance of having knowledgeable nurses when educating patients. Having 
adequate knowledge was also considered a key component in educating COPD 
patients in a number of other studies (Jonsdottir, 2008; McDonal et al., 2008). As 
COPD is a complex chronic condition which causes various complications, a 
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knowledgeable nurse is required to develop appropriate prevention, treatment and 
rehabilitative strategies and to effectively educate COPD patients on these.  
        
The findings from this study are especially concerning when it is considered 
that nurses who participated in the present study are likely to be amongst the better 
educated and experienced in this field compared to nurses who practice in the 
majority of other hospitals in Vietnam. The high educated nurses was limited due to 
the short time of nursing development in Vietnam (VNA, 2010). That is, the ViCOP 
study recruited participants from top-level hospitals where 3-year trained nurses and 
BSNs were the priority for employment. This priority aimed to ensure the quality of 
provided care in these tertiary health institutions. As nurses with low educational 
level are assumed to have limited knowledge and insufficient preparation, these 
higher level hospitals actively seek nurses with 3 or 4 year training. As such, the 
number of 2 year nurses working in COPD specialist practice in these settings is 
likely to be less than in many other settings in Vietnam.  In considering the nursing 
workforce at all level hospitals in Ho Chi Minh City (HCMC), the total percentage of 
2-year trained nurses working in HCMC hospitals was much higher, at 84.6% than in 
the present study. The percentage of BSNs in HCMC hospitals was approximately 
three times lower (3.9%) than the numbers in the present study (The Office of Health 
– HCMC, 2012).  
 
6.3.1 Summary 
The ViCOP findings identified nurses have limited knowledge of COPD. This 
finding is especially concerning when considering the sample recruited for this study 
is likely to be better educated and more experienced than that for nurses in other 
parts of Vietnam. Despite this, the majority of the nurses in this study still had 
relatively low level preregistration training. Compounding this further, nurses 
received insufficient post-registration training. Given the poor knowledge specific to 
COPD that Vietnamese nurses working in a COPD specialist area possess, the 
quality of any patient education delivered by Vietnamese nurses’ requires further 
attention.  
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6.4 WHAT ARE THE EDUCATIONAL PRACTICES OF VIETNAMESE 
NURSES WORKING WITH COPD PATIENTS? 
The ViCOP used a 7-point Likert scale ranging from 1=“Never” to 
7=“Always” to measure the frequency of nurses’ educational practices specific to 
COPD self-management. Findings indicated that on average, nurses were likely to 
educate patients (M=4.79, SD=1.79). Among education topics which are related to 
COPD self-management, nurses were most likely to deliver education counselling to 
COPD patients to change smoking behaviours. The next most frequent topics 
addressed in education of patients were supporting COPD patients to make 
environmental modification and instructing patients to have ongoing self-monitoring 
and assessment of their exposure to risk factors. The high mean score in frequency of 
nurses’ practices with regard to educating patients about smoking reflects the higher 
profile that has been given by the Vietnamese government to the problem of smoking 
in recent years. In 2005, Vietnam was identified as having the highest prevalence of 
men who smoke worldwide (Lam, 2005). In 2006, a national survey reported 47% of 
men were smoking (Phung & Phong, 2006). In an attempt to reduce smoking rates, 
the National Tobacco Control Policy was passed in the year 2000. This policy 
included publicising information regarding the harm of smoking and the risk of lung 
diseases. 
 
In terms of medication use in managing COPD, the ViCOP reported the mean 
frequency ranging from 4.36 to 4.82 on the seven point scale (Table 5.15). This 
might be assumed that many nurses were often involved in providing information 
regarding medications when educating patients. However, it is of some concern that 
nurses in this study were found to have very poor knowledge of medications used in 
COPD management (M=7.07, SD=2.77). These findings raise questions about the 
accuracy of information provided by nurses when educating patients regarding their 
medication.  Vietnamese nurses’ poor knowledge of COPD and its treatment are 
likely to influence the quality of COPD self-management education. While many 
nurses reported being involved in education, findings suggest that they may be 
insufficiently prepared to do so.  
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6.5 WHAT ARE THE SELF-MANAGEMENT EDUCATION INTENTIONS 
OF VIETNAMESE NURSES WORKING WITH COPD PATIENTS, 
AND WHICH FACTORS INFLUENCE NURSES’ INTENTION TO 
DELIVER  SELF-MANAGEMENT EDUCATION TO THE PATIENTS?  
The ViCOP findings indicate that nurses had high intention to educate COPD 
patients about self-management prior to their hospital discharge. The study also 
found that nurses’ intention was greater when nurses were older, had more years of 
working experience, more positive attitudes toward education and greater perceived 
behavioural control (PBC) (p<0.05). These factors explained 80.5% of the variance 
in nurses’ intention (Adjusted R Square = 0.805) to educate patients regarding COPD 
self mangement. The results suggest that nurses should be sufficiently trained and 
supported to enable them to feel confident in delivering self-management education. 
This latter point may require different educational strategies where nurses are able to 
practice their skills to develop mastery and confidence, rather than just providing 
content alone about how to provide such education.  
 
The findings of this study are to some extent consistent with the TPB which 
suggests that attitudes and PBC are important predictors of behavioural intentions. 
Such findings were consistent with the results from the study of Kortteisto et al. 
(2010). The authors also reported the important roles of attitude and PBC in 
predicting healthcare professionals’ intention to use clinical guidelines. Cote et al. 
(2011) supported the study findings as they also found the correlation among 
attitude, PBC and intention in predicting nurses’ intention to apply research evidence 
into clinical decision making. Moreover, Ajzen and Fishbein (2005) revealed from 
various meta-analyses that the correlation between attitude and intention was 
stronger than between PBC and intention. McEachan et al. (2011) supported this 
assumption by finding from the meta-analysis that attitude was the strongest 
predictor of intention. Zhou et al. (2010) found the positive correlation between 
nurses’ attitude and their practices of advanced care planning for patients with 
cancer. 
 
In terms of the subjective norm (in the case of the ViCOP study this was the 
nurses’ perception of receiving support to deliver COPD self-management 
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education), no significant correlation between the with nurses’ intention was found 
(p=0.287). The inconsistency might be explained by the behaviour type. McEachan, 
Conner, Tayor and Lawton (2011) provided suggestion that the correlations beween 
intention and other behavioural components including attitude, subjective norm and 
PBC might change based on the behaviour type. While this is inconsistent with the 
TPB overall, the results are consistent with evidence which suggests that the 
correlation between subjective norm and intentions is often weaker than other 
variables (Armitage & Conner, 2001; Fife-Schawn et al., 2007). Indeed, findings in 
relation to the role of subjective norms in predicting behavioural intentions are 
inconsistent. For example, Mullan and Westwood (2010) identified the correlation 
between subjective norms and school nurses’ intention in relation to sexual health 
education was not significant. However, in other studies, this behavioural 
determinant was found to be strongly associated with nurses’ intention to use clinical 
guidelines for making caring decisions (Kortteisto, Kaila, Komulainen, Mantyranta 
& Rissanen, 2010), and to integrate research evidence into clinical decision-making 
(Cote et al., 2012). Zakrisson and Hagglund (2010) have similarly found that nurses 
felt insecure due to the lack of physicians’ support which limited them in delivering 
patient education. While nurses in this study identified generally high levels of 
influence of physicians in relation to their education and practice with regard to 
COPD care and self management education, this influence was not an independent 
predictor of intention to deliver such education.  The findings confirm that health 
professionals’ behaviour is likely to be influenced by a complex interaction of 
influencing factors (Grol et al., 2007). The ViCOP applied the TPB in attempting to 
explain the nurses’ intention to deliver COPD self-management education, thus 
providing some support for the importance of selected behavioural determinants, but 
not for others.  
 
The findings from this study, while not fully consistent with the propositions of 
the TPB, do highlight that nurses’ intention to engage in self management education 
is influenced by attitudes and perceived control. A number of explanations for the 
findings of this study in relation to TPB concepts should be considered. Specifically, 
the ViCOP applied the TPB to examine nurses’ intention to deliver self-management 
education. In this study, self-management education was measured by five items 
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specific to self-management support that were derived from the CCM.  These 
multiple items were selected to represent the complexity of the behaviour under 
investigation. The internal consistency for each of the measures used in this study 
was higher than 0.9 which might suggest the reliability of the scale. However, more 
studies which focus on exploring the various dimensions of self management 
education, and whether there may be differing behavioural determinants of these 
dimensions, are required.  
 
6.5.1 Summary 
The findings from this study suggest that nurses recognised the benefits of self-
management education and the necessity of educating patients. Vietnamese nurses 
believe it is important to educate COPD patients about self-management with the 
majority of participants reporting they were likely to deliver COPD self-management 
education. There is growing evidence that there are positive outcomes from self-
management education for COPD patients, such as reducing hospitalisation, doctor 
or nurse visit times and emergency department visits, as well as improving quality of 
life (Effing et al., 2007; Labrecque et al., 2011). From the literature review, COPD 
patients are likely to benefit from educational practices specific to the long term 
management of their disease. However, given the poor COPD knowledge of 
Vietnmaese nurses, while their educational intentions are sound, their ability to 
impart knowledge which may be of benefit to patients is questionabale.. The ViCOP 
study raises some concerns regarding the effectiveness of the self-management 
education provided as nurses in this study had poor knowledge of COPD, especially 
COPD medication. Moreover, most post-registration training received by nurses was 
mainly physicians’ lectures. Nurses’ existing knowledge is therefore largely based on 
what physicians think they should know about COPD care. As the ViCOP 
superficially explored the frequency of nurses’ practices in delivering COPD self-
management education, the actual information and approach to delivering this 
education was not explored in detail.  
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6.6 LIMITATIONS 
The ViCOP used a self-report method to collect data. Self-reporting can 
influence the validity and accuracy of collected data owing to the subjectivity of the 
participant. The ViCOP study provided nurses with a two week period to complete 
and return the questionnaire. This strategy for collecting data aimed to avoid 
interrupting participants’ work. However, it was impossible to know whether 
collaboration occurred amongst participants. This may have influenced the data 
relating to COPD knowledge. However, findings of the ViCOP reported the very low 
mean score of nurses’ knowledge, suggesting that any effect of information transfer 
was unlikely to significantly bias the results of this study. 
 
A total of 124 nurses were recruited to the ViCOP study, a relatively small 
sample. In addition, convenience sampling was used which has a risk of bias 
(LoBiondo-Wood & Haber, 2010). Consequently, while the generalisability of the 
study findings should be considered with caution, the participant’s background 
characteristics are well described in this paper to enable readers to determine the 
applicability of the findings to other settings. Recruitment of nurses working in the 
five selected hospitals has also restricted the sample to those who have experience in 
the practices under investigation. This population had to be purposely selected 
because of their work experience, which would allow them to best respond to the 
survey. As the study focused on nurses’ knowledge and practices with regard to 
educating COPD patients about self-management, this required participants who 
knew the disease and who currently cared for COPD patients. Additionally, these 
participants were considered to be the most appropriate to be able to explore their 
intention and behavioural determinants which potentially influenced their practice of 
educating COPD patients. While the sample does not claim to represent the situation 
for all nurses in Vietnam, the sample may be broadly representative of nurses caring 
for COPD patients in these settings, given the recruitment of all eligible nurses at 
these sites and the high response rate. 
 
The ViCOP instrument was developed based on existing tools, models and 
theories in English. However, it was used for collecting data in Vietnam – a non-
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English speaking country. The translation could potentially influence the accuracy 
and meaning of the content. To limit this impact, back translation was applied. The 
instrument was back translated by a legal translating company which found no 
inaccuracies. In addition, a pilot study was undertaken to confirm the applicability of 
the instrument to this setting.  
 
The ViCOP applied the TPB to explore nurses’ intention to deliver COPD self-
management education and influencing factors. As TPB was developed and has 
mainly been used in developed countries, the applicability of this theory in Vietnam, 
a developing country, might be questioned. A pilot study was conducted to ensure 
the clarity, comprehensiveness and acceptability of the questionnaire’s items which 
was developed based on the TPB. Francis et al. (2004) recommended exploring six 
categories when constructing the questionnaire based on TPB.  The researcher used 
these categories as a framework in the pilot. While further investigation of the 
applicability of TPB is warranted, it has provided a useful exploratory framework for 
this early stage of research development in Vietnam. 
 
The ViCOP focused on nurses’ intention to deliver COPD self-management 
education and behavioural determinants which directly influence this intention. 
Three underlying beliefs (behavioural, normative and control) which may indirectly 
influence intention in the TPB were not explored. This limitation is important, as the 
study is unable to provide a full account of the association between underlying 
beliefs and nurses’ intention to educate patients.   
 
6.7 RECOMMENDATIONS 
6.7.1 Future research 
 The ViCOP measured the frequency of nurses’ delivery of COPD self-
management education, the factors which might influence the likelihood of 
this education and the specialist knowledge of the nurse delivering this 
information. The study described how nurses educate COPD patients by 
using the self-reported questionnaire which might insufficiently explore 
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nurses’ practice. Further studies using different scales and data collection 
methods should be conducted to precisely describe Vietnamese nurses’ 
educational practices specific to COPD self-management. 
 
 Given that the findings of this study suggest that Vietnamese nurses working 
in specialist COPD practice have limited knowledge about COPD, future 
research is needed to further examine how this knowledge could be 
improved. Regardless of whether studies focus on adjusting undergraduate or 
postgraduate nurse training in an attempt to increase nursing knowledge, the 
end outcome of improved patient education would need to be addressed. 
Moreover, further studies should be conducted to examine the relationship 
between nurses’ COPD knowledge and patients’ outcomes. 
 
 Further research which explores both indirect and direct associations among 
underlying beliefs, behavioural determinants and intention regarding nurses’ 
delivery of self-management education are required. The examination of all 
potential associations is needed to provide a comprehensive analysis of the 
potential factors which predict the intentions and behaviours in relation to 
educating patients. Findings from such research will provide more evidence 
to support further interventions to improve on nurses’ intention and 
behaviour.  
 
6.7.2 Clinical considerations 
Formal post-registration training should be conducted to sufficiently prepare nurses 
to deliver COPD self-management education. This training should be systematically 
organised and the provided information should focus on nursing care. Such training 
may also help to improve nurses’ COPD knowledge and consequently increase the 
quality of the education nurses deliver to patients.  Additionally, hospitals may need 
to consider increasing the number of bachelor prepared nurses working in clinical 
areas – particularly COPD care, as nurses with more comprehensive undergraduate 
training may be better prepared to deliver complex chronic care interventions as 
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required by patients experienced COPD. This is in line with the Ministry of Health 
and the Vietnamese Nursing Association recommendations regrading the 
development of nurses’ competency in providing care for patients (VNA, 2012). The 
requirement of having nurses educated at both 3-year and 4-year levels also follow 
the international standards of clinical nurses.  
6.8 CHAPTER SUMMARY 
As the characteristics of the Vietnamese workforce have not been identified 
previously it is interesting to note the characteristics of Vietnamese nurses working 
in a specialist COPD setting. While it has always been understood that Vietnamese 
Registered Nurses have either undergone two year secondary training, three year 
college training or four year bachelor training, it is of note that a higher numbers of 
bachelor prepared nurses work in specialist settings given the higher percentage of 
bachelor nurses in the ViCOP study when compared to the nursing workforce of Ho 
Chi Minh City (Office of Health-HCMC, 2010).  However, large numbers of the 
workforce continue to be two-year trained nurses.  Additionally, the COPD 
knowledge possessed by Vietnamese nurses working in a COPD specialist setting 
appears limited. This is of particular significance given the likelihood that these 
nurses have a high intention to provide COPD self-management education. Formal 
post-registration training specific to COPD self-management should be conducted to 
sufficiently prepare nurses to educate patients. Such training is likely to improve 
nurses’ knowledge of COPD and self-management.  
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Chapter 7: Conclusions 
With growing evidence identifying the effectiveness of self-management 
education in reducing serious effects of COPD on patients’ quality of life, nurses are 
well placed to deliver COPD self-management education. Effective COPD education 
contributes to improving patient outcomes such as reducing hospitalisation and 
improving quality of care (Effing et al., 2007; Labrecque et al., 2011). 
Knowledgeable and sufficiently prepared nurses have been considered as the target 
population for this task. To contribute to the field of COPD care, particularly COPD 
self-management education, this study investigated Vietnamese nurses’ knowledge 
of COPD as well as their educational practices and intention to deliver COPD self-
management education. The characteristics of nurses who care for COPD patients 
were additionally described. This cross-sectional survey also applied the Theory of 
Planned Behaviour (TPB) for exploring the intent of 124 nurses who were recruited 
from four tertiary hospitals in Ho Chi Minh City. The nurses were described as 
having low educational levels. Findings indicated that nurses had poor knowledge 
and insufficient preparation for delivering COPD self-management education. 
However, they were both likely to and had intent to educate patients.  
 
Findings from the ViCOP are expected to contribute to COPD care in Vietnam. 
The study provided some evidence regarding nurses’ delivery of COPD self-
management education in Vietnam. This evidence supports the need for more post-
registration training programs to sufficiently prepare nurses for educating patients. 
These findings can also be used by related health institutions such as universities, 
hospitals and the Vietnamese Nurse Association for reference in conducting 
educational training programmes, employing strategies or developing policies for 
Vietnamese nurses who are specialists in COPD care. In terms of contributing to 
Vietnamese nursing research, findings from this study identify the need for further 
studies in this area. Additional studies should be conducted to describe Vietnamese 
nurses’ educational practices specific to COPD self-management. As the nurses in 
this study were found to have limited knowledge of COPD, it is essential that further 
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studies should focus on finding the solution for improving nurses’ knowledge. This 
study provides background for further interventions which attempt to improve 
nurses’ knowledge and educational practices specific to COPD self-management 
education. The outcomes of improved patient education for patients themselves 
should also be addressed.    
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CỘNG HOÀ XÃ HỘI CHỦ NGHĨA VIỆT NAM 
Độc lập - Tự do - Hạnh phúc 
Hà Nội, ngày 03 tháng 03 năm 2004 
  
THÔNG TƯ 
HƯỚNG DẪN XẾP HẠNG BỆNH VIỆN 
Thực hiện Nghị định số 25/CP ngày 23/5/1993 của Chính 
phủ quy định tạm thời chế độ tiền lương mới của công chức, 
viên chức hành chính, sự nghiệp và lực lượng vũ trang, Bộ Y 
tế đã ban hành Thông tư số13/BYT- TT ngày 27/11/1993 
hướng dẫn tạm thời việc xếp hạng các đơn vị sự nghiệp y 
tế. Sau hơn 10 năm thực hiện, đến nay các tiêu chuẩn xếp 
hạng bệnh viện ban hành kèm theo Thông tư số 13/BYT- TT 
cần được sửa đổi cho phù hợp với tình hình thực tế. 
Sau khi có sự thoả thuận của Bộ Nội vụ tại công văn 
số364/BNV-TCBC ngày 27/02/2003 và công văn số 
2966/BNV-TCBC ngày 18/12/2003, Bộ Y tế hướng dẫn tiêu 
chuẩn xếp hạng bệnh viện như sau: 
I. Quy định chung: 
1.Tất cả các bệnh viện, Viện nghiên cứu có giường bệnh 
(gọi chung là bệnh viện) thuộc hệ thống y tế nhà nước đều 
được xem xét,xếp hạng. 
2. Việc xếp hạng bệnh viện là cơ sở để: 
- Hoàn chỉnh về tổ chức, nâng cao trình độ chuyên môn kỹ 
thuật và chất lượng phục vụ người bệnh. 
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- Đầu tư phát triển bệnh viện trong từng giai đoạn thích 
hợp. 
- Phân tuyến kỹ thuật trong điều trị. 
- Xây dựng kế hoạch đào tạo, bồi dưỡng, bố trí lao động và 
thực hiện các chế độ chính sách đối với công chức, viên 
chức bệnh viện. 
II. Nguyên tắc và tiêu chuẩn xếp hạng 
A. Nguyên tắc xếp hạng 
1. Việc xếp hạng bệnh viện được xác định trên nguyên tắc 
đánh giá chấm điểm theo 5 nhóm tiêu chuẩn: 
- Nhóm tiêu chuẩn I: Vị trí, chức năng và nhiệm vụ. 
- Nhóm tiêu chuẩn II: Quy mô và nội dung hoạt động. 
- Nhóm tiêu chuẩn III: Trình độ chuyên môn kỹ thuật, cơ 
cấu lao động. 
- Nhóm tiêu chuẩn IV: Cơ sở hạ tầng. 
- Nhóm tiêu chuẩn V: Thiết bị y tế, kỹ thuật chẩn đoánvà 
điều trị. 
2. Các bệnh viện được chia thành 3 hạng: Hạng I, Hạng 
IIvà Hạng III, dựa trên tổng số điểm mà bệnh viện đạt 
được theo các nhóm tiêu chuẩn nêu trên. 
B. Tiêu chuẩn xếp hạng: 
Căn cứ để xếp hạng bệnh viện dựa trên Tiêu chuẩn và Bảng 
điểm xếp hạng bệnh viện ban hành kèm theo Thông tư 
này..Đốivới Nhóm tiêu chuẩn V: Thiết bị y tế, kỹ thuật 
chẩn đoán và điều trị có quy định cụ thể cho Bệnh viện 
đa khoa (Mục 1) và một số bệnh viện chuyên khoa (Mục 2, 
3, 4, 5). Các bệnh viện chuyên khoa chưa quy định riêng thì 
trước mắt, áp dụng theo quy định đối với Bệnh viện đa 
khoa. 
C. Điểm số và xếp hạng 
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Điểm sô và xếp hạng cụ thể như sau: 
  Xếp hạng 
Hạng I Hạng II Hạng III 
Điểm xếp hạng Từ 90 đến 100 Từ 70 đến dưới 90 Từ 40 đến dưới 70 
  
D. Mức phụ cấp chức vụ lãnh đạo 
Mức phụ cấp chức vụ của các chức danh lãnh đạo theo hạng 
bệnh viện như sau: 
TT Chức danh lãnh đạo Hạng I Hạng II Hạng III 
1 Giám đốc 0,9 0,7 0,5 
2 Phó Giám đốc 0,7 0,5 0,4 
3 Trưởng khoa, phòng 0,5 0,4 0,3 
4 Phó trưởng khoa,  phòng, y tá trưởng 
khoa 
0,4 0,3 0,2 
III. Tổ chức thực hiện 
1. Hồ sơ đề nghị xếp hạng 
1.1. Công văn của bệnh viện đề nghị xếp hạng. Đối với 
những bệnh viện cần có sự thoả thuận trước khi xếp hạng 
thì phải có côngvăn đề nghị xếp hạng của cấp có thẩm 
quyền quyết định xếp hạng theo quy định tại điểm 2 mục 
III dưới đây. 
1.2. Bảng phân tích, chấm điểm theo các nhóm tiêu chuẩn 
và các văn bản, tài liệu chứng minh số điểm đã đạt được 
kèm theo (lấy số liệu của 02 năm trước liền kề năm đề nghị 
xếp hạng và các tài liệu kế hoạch thực hiện của năm đề 
nghị xếp hạng). 
2. Thẩm quyền quyết định công nhận xếp hạng 
2.1. Các bệnh viện trực thuộc Bộ Y tế 
- Bệnh viện Hạng I: Bộ Y tế quyết định công nhận xếp 
hạng, sau khi có ý kiến thẩm định của Bộ Nội vụ. 
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- Bệnh viện Hạng II Hạng III: Bộ Y tế ra quyết định công 
nhận xếp hạng. 
2.2. Các bệnh viện thuộc địa phương quản lý 
- Bệnh viện Hạng I: Uỷ ban nhân dân tỉnh, thành phố trực 
thuộc Trung ương quyết định công nhận xếp hạng, sau khi 
có ý kiến thẩm định của Bộ Y tế và Bộ Nội vụ. 
- Bệnh viện Hạng II và Hạng III: Uỷ ban nhân dân tỉnh, 
thành phố trực thuộc Trung ương quyết định công nhận xếp 
hạng. 
2.3. Bệnh viện thuộc các Bộ ngành khác 
- Bệnh viện Hạng I: Bộ chủ quản quyết định công 
nhận xếp hạng sau khi có ý kiến thẩm định của Bộ Y tế 
và Bộ Nội vụ. 
- Bệnh viện Hạng II và Hạng III: Bộ chủ quản quyết 
định công nhận xếp hạng.. 
3. Đối với trung tâm y tế quận, huyện, thị xã, thành 
phố thuộc tỉnh (bệnh viện huyện): cũng được thực hiện 
chấm điểm theo hướng dẫn của Thông tư này, nếu đạt điểm 
xếp hạng bệnh viện nào thì được xếp vào bệnh viện hạng 
đó và các chức danh lãnh đạo khối điều trịcủa trung tâm 
được hưởng mức phụ cấp chức vụ theo hạng bệnh viện 
đượcxếp. 
4. Thời gian xem xét xếp hạng lại 
Sau 5 năm (đủ 60 tháng), kể từ ngày có quyết định xếp 
hạng, các cơ quan ra quyết định xếp hạng có trách nhiệm 
xem xét, xếp lại hạng của đơn vị. Hồ sơ đề nghị xếp hạng 
lại quy định tại điểm 1 mụcIII. 
5. Hiệu lực thi hành 
Thông tư này có hiệu lực thi hành sau 15 ngày, kể từ ngày 
đăng Công báo và thay thế những quy định về xếp hạng 
bệnh viện trong Thông tư số 13/BYT-TT ngày 27/11/1993 
của Bộ Y tế hướng dẫn tạm thời việc xếp hạng các đơn vị sự 
nghiệp y tế. 
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Trong quá trình thực hiện, nếu có vướng mắc đề nghị các 
Bộ, ngành, địa phương, các đơn vị phản ánh về Bộ Y tế (Vụ 
Tổ chức cán bộ) để nghiên cứu và giải quyết./. 
  




Lê Ngọc Trọng. 
  
Tiêu chuẩn và bảng điểm xếp hạng bệnh viện 
(Ban hành kèm theo Thông tư số 03/2004/T-BYT ngày 
03/03/2004) 
I. Quy định chung 
A. Các nhóm tiêu chuẩn: gồm 5 nhóm như sau 
- Nhóm tiêu chuẩn I: Vị trí, chức năng và nhiệm vụ: 10điểm 
- Nhóm tiêu chuẩn II: Quy mô và nội dung hoạt động: 
20điểm 
- Nhóm tiêu chuẩn III: Trình độ chuyên môn kỹ thuật, cơ 
cấu lao động: 35 điểm 
- Nhóm tiêu chuẩn IV: Cơ sở hạ tầng: 15 điểm 
- Nhóm tiêu chuẩn V: Thiết bị y tế, kỹ thuật chẩn đoán và 
điều trị: 20 điểm 
B. Nguyên tắc tính điểm và xếp hạng bệnh viện: 
1. Tính điểm: 
a. Cho điểm theo từng tiêu chuẩn cụ thể trong bảng điểm 
ban hành kèm theo Thông tư, không vận dụng điểm trung 
gian. 
b. Không được tính điểm trong trường hợp thông số chưa 
hoàn chỉnh. 
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c. Căn cứ để tham khảo tính điểm: Các báo cáo, sốliệu lưu 
trữ của bệnh viện và qua kiểm tra thực tế. 
d. Các bệnh viện thuộc khu vực miền núi, vùng sâu, vùng 
xa, biên giới, hải đảo, được ưu tiên cộng thêm 02 điểm. 
2. Điểm đạt và xếp hạng bệnh viện: 
a. Bệnh viện Hạng I: phải đạt từ 90 điểm trở lên và đảm 
bảo các điều kiện bắt buộc như quy định tại mục 4 phần B 
đối với BV Hạng I. 
b. Bệnh viện Hạng II: phải đạt từ 70 đến dưới 90 điểm và 
đảm bảo các điều kiện bắt  buộc như quy định tại mục 4 
Phần B đốivới BV Hạng II. 
c. Bệnh viện Hạng III: phải đạt từ 40 đến dưới 70  điểm và 
đảm bảo các điều kiện bắt buộc như quy định tại mục 4 
Phần B đối với BV Hạng III. 
Dưới 40 điểm: chưa được công nhận là bệnh viện. 
3. Trình độ cán bộ: 
Dựa theo Quyết định của Bộ trưởng - Trưởng Ban Tổ chức- 
Cán bộ Chính phủ (Nay là Bộ Nội vụ) số 415/TCCB-VC ngày 
29/05/1993 về việc ban hành tiêu chuẩn nghiệp vụ ngạch 
công chức ngành Y tế và căn cứ các văn bằng, chứng chỉ 
của các Trường Đại học và Trung học. 
Đối với các bệnh viện thuộc khu vực miền núi, vùng sâu, 
vùng xa, biên giới, hải đảo: 
Trình độ ngoại ngữ của cán bộ có thể được thay bằng biết 
một thứ tiếng dân tộc thiểu số. 
4. Những điều kiện bắt buộc 
Để được xếp hạng, bên cạnh tổng số điểm phải đạt theo 
nhóm tiêu chuẩn, một số tiêu chuẩn cụ thể bắt buộc phải 
đạt được số điểm tối thiểu đối với từng hạng bệnh viện. 
Các tiêu chuẩn và số điểm tối thiểu phải đạt của từng hạng 
bệnh viện như sau:. 
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Điều kiện phải đạt 
TT Tiêu chuẩn Hạng I Hạng II Hạng III 
1 Giám đốc và các Phó Giám 
đốc 
Trên 4 điểm Trên 3 điểm Trên 2 điểm 
2 Các Trưởng phòng và Phó 
trưởng phòng 
Trên 4 điểm Trên 3 điểm Trên 2 điểm 
3 Các Y tá điều dưỡng, NHS, 
KTV trưởng khoa 
Trên 4 điểm Trên 3 điểm Trên 2 điểm 
4 Người bệnh nội trú thuộc 
diện chăm sóc cấp một 
Trên 4 điểm Trên 3 điểm Trên 2 điểm 
5 Trưởng phòng y tá điều 
dưỡng 
Đại học Đại học Trung học 
6 Trưởng phòng Tài chính - kế 
toán 
Đại học Đại học Trung học 
7 Không có chức danh y sĩ 
làm công tác khám bệnh, 
chữa bệnh 
+ +   
II. Các tiêu chuẩn và bảng điểm 
A. Nhóm tiêu chuẩn I: Vị trí, chức năng và nhiệm vụ: 
10 điểm 
1. Chỉ đạo kỹ thuật tuyến dưới, chăm sóc sức khoẻ 
banđầu: 4 điểm 
a. Khu vực nhiều tỉnh, thành phố trực thuộc Trung ương 
4điểm 
b. Tỉnh, thành phố trực thuộc Trung ương, ngành: 3 điểm 
c. Quận, huyện, thị xã, thành phố thuộc tỉnh: 2 điểm 
2. Đào tạo cán bộ (là cơ sở thực hành): 3 điểm 
a. Đại học và sau đại học: 3 điểm 
b. Trung học: 2 điểm 
c. Sơ học: 1 điểm 
d. Thực hiện tự đào tạo liên tục trong bệnh viện: 0,5điểm 
3. Nghiên cứu khoa học: 3 điểm 
a. Đề tài cấp Nhà nước: 3 điểm 
b. Đề tài cấp bộ, tỉnh, thành phố trực thuộc Trung ương: 2 
điểm 
c. Đề tài cấp cơ sở: 1 điểm 
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B. Nhóm tiêu chuẩn II: Quy mô giường bệnh và nội 
dung hoạt động : 
1. Số giường bệnh theo kế hoạch: 10 điểm 
a. Từ 900 giường trở lên: 10 điểm 
b. Từ 500 đến dưới 900 giường: 7 điểm 
c. Từ 300 đến dưới 500 giường: 5 điểm 
d. Dưới 300 giường: 3 điểm 
2. Công suất sử dụng giường bệnh: 4 điểm 
a. Đạt từ 80% trở lên và ngày điều trị trung bìnhphải:. 
- Dưới 7/11/14 ngày đối với BV huyện/tỉnh/trung ương: 
4điểm 
- Từ 7-8/ 11-12/ 14- 15 ngày đối với BV huyện/ tỉnh/ 
trungương: 3 điểm 
- Trên 8/ 12/ 15 ngày đối với BV huyện/ tỉnh/ trung ương:2 
điểm 
b. Đạt từ 60 đến dưới 80% và ngày điều trị trung bìnhphải 
dưới 
7/ 11/ 14 ngày đối với BV huyện/ tỉnh/ trung ương: 1điểm 
(Ngày điều trị bình quân của các bệnh viện: Y học cổ 
truyền, Tâm thần, Điều dưỡng - PHCN thực hiện theo quy 
định riêng với mỗi loại bệnh viện tại Mục 2, 3 và 4 Phần E) 
3. Số người bệnh nội trú thuộc đối tượng chăm sóc 
Cấp 1: 2 điểm 
a. Từ 25% số người bệnh nội trú trở lên: 2 điểm 
b. Từ 15 đến 24% số người bệnh nội trú: 1 điểm 
c. Dưới 15% số người bệnh nội trú: 0,5 điểm 
4. Tổ chức chăm sóc người bệnh: 2 điểm 
a. Từ 50% số khoa trở lên tổ chức chăm sóc toàn diện: 
2điểm 
b. Dưới 50% số khoa có tổ chức chăm sóc toàn diện: 1điểm 
5. Sấy hấp tiệt khuẩn tập trung: 2 điểm 
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a. Thực hiện sấy hấp tiệt khuẩn tập trung toàn bệnh viện: 1 
điểm 
b. Có khoa chống nhiễm khuẩn: 1 điểm 
C. Nhóm tiêu chuẩn III: Trình độ chuyên môn kỹ 
thuật,cơ cấu lao động: 35 điểm 
1. Giám đốc và các Phó Giám đốc: 5 điểm 
a. 100% có trình độ đại học, trong đó có trên 60% có trình 
độ Tiến sĩ hoặc Chuyên khoa 2 (CK2): 2 điểm 
- 100% có trình độ đại học, trong đó dưới 60% có trình độ 
Thạc sĩ hoặc Chuyên khoa 1 (CK1) trở lên: 1,5 điểm 
- 100% có trình độ đại học, trong đó dưới 60% có trình độ 
Thạc sĩ hoặc CK1: 1 điểm 
b. 100% có bằng chính trị cử nhân, cao cấp hay trung 
cấp:1 điểm 
- Từ 60% trở lên có bằng chính trị cử nhân, cao cấp hay 
trung cấp: 0,5 điểm 
c. Trên 60% có chứng chỉ quản lý hành chính: 0,5 điểm 
d. Trên 60% có chứng chỉ quản lý bệnh viện: 0,5 điểm 
đ. Trên 60% có chứng chỉ ngoại ngữ trình độ C trở lên,còn 
lại là trình độ B: 1 điểm 
- Dưới 60% có chứng chỉ ngoại ngữ trình độ C trở lên,còn 
lại là trình độ B: 0,5 điểm 
2. Các trưởng phòng và Phó trưởng phòng: 5 điểm. 
a. Trên 20% có trình độ sau đại học, còn lại là đại học: 3 
điểm 
- 80% có trình độ đại học, còn lại là trung học: 2điểm 
- 50 % có trình độ đại học, còn lại là trung học: 1điểm 
b. 20 % có bằng chính trị từ trung cấp trở lên: 0,5 điểm 
c. 20% có chứng chỉ quản lý hành chính: 0,5 điểm 
d. 20% có chứng chỉ quản lý bệnh viện: 0,5 điểm 
đ. 20% có chứng chỉ ngoại ngữ trình độ B, còn lại là A0,5 
điểm 
3. Các trưởng khoa và phó trưởng khoa: 5 điểm 
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a. Trên 60% có trình độ Tiến sĩ, CK2, còn lại là Đại học: 4 
điểm 
- Dưới 60% có trình độ sau đại học, còn lại là đại học: 3 
điểm 
- 100% có trình độ đại học: 2 điểm 
b. 20% có bằng chính trị từ trung cấp trở lên: 0,5 điểm 
c. 60% có chứng chỉ ngoại ngữ trình độ B trở lên, còn lại là 
trình độ A: 0,5 điểm 
4. Các Y tá - ĐD, NHS, KTV trưởng khoa lâm sàng: 5 
điểm 
a. Trên 15% có trình độ cao đẳng, đại học, còn lại là trung 
học: 4 điểm 
- Dưới 15% có trình độ CĐ, đại học, còn lại là trung học: 3 
điểm 
- 100% có trình độ trung học: 2 điểm 
b. 10% có bằng chính trị trung cấp trở lên: 0,5 điểm 
c. 30% có chứng chỉ ngoại ngữ trình độ B trở lên, còn lại là 
trình độ A: 0,5 điểm. 
5. Các thầy thuốc điều trị ở các khoa lâm sàng: 5 điểm 
a. Trên 50% có trình độ sau đại học, còn lại là đại học: 4 
điểm 
- Từ 10% đến 50% có trình độ sau đại học, còn lại là đại 
học: 3 điểm 
- Dưới 10% có trình độ sau đại học, còn lại là đại học: 2 
điểm 
- Trên 95% có trình độ đại học: 1 điểm 
b. 20 % có bằng chính trị trung cấp trở lên 0,5 điểm 
c. 60% có chứng chỉ ngoại ngữ B, còn lại là A 0,5 điểm 
6. Y tá - ĐD, NHS, KTV thực hành ở các khoa lâm 
sàng: 5điểm 
a. Trên 10% có trình độ cao đẳng, đại học, còn lại là trung 
học: 4 điểm 
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- Dưới 10% có trình độ cao đẳng, đại học, còn lại là trung 
học: 3 điểm 
- 100% có trình độ trung học: 2 điểm 
- 80 % có trình độ trung học, còn lại là sơ học: 1điểm 
b. 30 % có chứng chỉ ngoại ngữ A và B 1 điểm 
7. Cơ cấu lao động: 5 điểm 
a. Tỉ lệ bác sĩ/ Y tá - ĐD ở các khoa lâm sàng: 
- <= 1/2 2 điểm 
- > 1/2 1 điểm.b. Số cán bộ chuyên môn về Lâm sàng,Cận 
lâm sàng và Dược: 
- > = 75% tổng số CC-VC 2 điểm 
- < 75% tổng số CC-VC 1 điểm 
c. Có cán bộ kỹ thuật bảo dưỡng máy, thiết bị y tế của BV: 
1 điểm 
D. Nhóm tiêu chuẩn IV: cơ sở hạ tầng: 15 điểm 
Tiêu chuẩn Số điểm 
1 Các khoa, buồng bệnh có hố xí tự hoại, nơi đi tiểu và 
buồng tắm 1 điểm 
2 Khoa khám bệnh, Hồi sức cấp cứu, Ngoại sản, Truyền 
nhiễm, Xét nghiệm, Chẩn đoán hình ảnh xây dựng liên 
hoàn, có buồng vệ sinh,buồng tắm khép kín 1 điểm 
3 Khoa Hồi sức cấp cứu, Phòng đẻ, Phòng phẫu thuật, Xét 
nghiệm, Chẩn đoán hình ảnh có điều hoà nhiệt độ 1 điểm 
4 Buồng Hồi sức cấp cứu, Phòng đẻ, Phòng phẫu thuật có 
phương tiện gọi trực khẩn cấp 1 điểm 
5 Có đủ quạt tại các buồng bệnh 0,5 điểm 
6 Có đủ cơ số chiếu, chăn, màn, gối, quần áo cho người 
bệnh: 
- Đạt từ 2 cơ số trở lên cho một người bệnh 1 điểm 
- Đạt dưới 2 cơ số cho một giường bệnh 0,5 điểm 
7 Trang phục nhân viên y tế thực hiện 100% theo quy chế 
0,5điểm 
8 100% CCVC đeo thẻ công chức theo quy chế 0,5 điểm 
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9 Thực hiện chế độ ăn bệnh lý 0,5 điểm 
10 Có hệ thống điện ưu tiên, an toàn 0,5 điểm 
11 Có máy phát điện dự trữ 0,5 điểm 
12 Có hàng rào, 2 cổng 0,5 điểm 
13 Đường giao thông nội bộ BV đảm bảo vệ sinh, an toàn 
và thuận lợi khi vận chuyển 0,5 điểm 
14 Có sơ đồ chỉ dẫn các khoa, phòng; Có bảng tên khoa, 
phòng, buồng viết đúng quy chế bệnh viện 0,5 điểm 
15 Có bảng quy định y đức và quyền lợi nghĩa vụ của người 
bệnh treo ở vị trí quy định 0,5 điểm 
16 Hệ thống cấp nước sạch 1 điểm 
17 Có biện pháp xử lý chất thải rắn toàn bệnh viện đang 
hoạt động 1 điểm 
18 Có hệ thống xử lý chất thải lỏng toàn bệnh viện đang 
hoạt động 1 điểm 
19 Có hệ thống máy tính, có ứng dụng chương trình quản lý 
1 điểm 
20 Có hệ thống điện thoại nội bộ toàn bệnh viện, hệ thống 
phòng cháy, chữa cháy 1 điểm. 
E. Nhóm tiêu chuẩn V: 
Thiết bị y tế, kỹ thuật chẩn đoán và điều trị: 20điểm 
Mục 1. 
Bệnh viện đa khoa 
I. Thiết bị y tế: 5 điểm 
1. Giường cấp cứu đa năng điện tử di động: 0,3 điểm 
2. Máy X-quang công suất 125 KV-30mA 0,3 điểm 
3. Máy X-quang cả sóng, tăng sáng truyền hình 0,4 điểm 
4. Máy cộng hưởng từ 0,4 điểm 
5. Máy CT Scaner 0,4 điểm 
6. Máy nội soi ống mềm 0,4 điểm 
7. Máy siêu âm mầu 0,4 điểm 
8. Máy siêu âm đen trắng 0,3 điểm 
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9. Monitoring 0,3 điểm 
10. Máy theo dõi tim thai 0,3 điểm 
11. Máy thở 0,3 điểm 
12. Máy gây mê 0,3 điểm 
13. Máy điện tim 0,3 điểm 
14. Máy điện não 0,3 điểm 
15. Kính hiển vi 2 mắt 0,3 điểm 
II. Kỹ thuật xét nghiệm huyết học đang thực hiện: 
2điểm 
1. Hồng cầu lưới 0,1 điểm 
2. Các yếu tố đông máu 0,1 điểm 
3. Huyết đồ 0,1 điểm 
4. Tuỷ đồ 0,1 điểm 
5. Thử nghiệm Coombs 0,1 điểm 
6. Tìm kháng nguyên kháng thể 0,1 điểm 
7. Tổng phân tích đông máu và cầm máu 0,1 điểm 
8. Sinh thiết các cơ quan tạo máu 0,1 điểm 
9. Phản ứng chéo ở 4 điều kiện 0,1 điểm 
10. Đo đường kính hồng cầu 0,1 điểm 
11. Co cục máu 0,1 điểm 
12. Tìm tế bào trong các dịch sinh học 0,1 điểm 
13. Số lượng hồng cầu 0,1 điểm 
14. Công thức bạch cầu 0,1 điểm 
15. Số lượng tiểu cầu 0,1 điểm 
16. Tốc độ máu lắng 0,1 điểm 
17. Tỷ lệ huyết sắc tố 0,1 điểm 
18. Dấu hiệu dây thắt 0,1 điểm 
19. Thời gian máu chảy máu đông 0,1 điểm 
20. Xác định nhóm máu ABO 0,1 điểm 
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III. Kỹ thuật xét nghiệm hoá sinh đang thực hiện: 2 
điểm 
1. Cholesterol toàn phần 0,1 điểm 
2. Bilirubin trực tiếp, gián tiếp 0,1 điểm 
3. Protein toàn phần 0,1 điểm 
4. Sợi huyết 0,1 điểm 
5. Amylase pancreatic 0,1 điểm 
6. Phosphatate kiềm 0,1 điểm 
7. Điện giải đồ Na + ... 0,1 điểm 
8. Xét nghiệm dịch não tuỷ 0,1 điểm 
9. Xét nghiệm dịch màng phổi 0,1 điểm 
10. Xét nghiệm dịch vị 0,1 điểm 
11. Ure máu 0,1 điểm 
12. Đường máu 0,1 điểm 
13. Phản ứng Marlagan 0,1 điểm 
14. Điện di protein lipoprotein, hemoglobine... 0,1 điểm 
15. Protein nước tiểu 0,1 điểm 
16. Đường nước tiểu 0,1 điểm 
17. Thể cetonic 0,1 điểm 
18. Urobilinogen 0,1 điểm 
19. Tìm hồng cầu trong nước tiểu 0,1 điểm 
20. Xác định tỷ trọng, pH nước tiểu 0,1 điểm 
IV. Kỹ thuật xét nghiệm vi sinh đang thực hiện: 2 
điểm 
1. Nuôi cấu và phân lập vi khuẩn 0,2 điểm 
2. Làm kháng sinh đồ 0,2 điểm 
3. Viêm gan A, B, C, E (ELISA test) 0,2 điểm 
4. HIV (ELISA test) 0,2 điểm 
5. Cấy nấm nội tạng 0,2 điểm 
6. Soi tươi tìm vi khuẩn 0,2 điểm 
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7. Nhuộm soi tìm vi khuẩn 0,2 điểm 
8. Xét nghiệm ký sinh trùng đường ruột 0,2 điểm.9. Xét 
nghiệm ký sinh trùng sốt rét 0,2 điểm 
10. Phản ứng Widal/VDRL 0,2 điểm 
V. Kỹ thuật chẩn đoán hình ảnh đang thực hiện: 2 
điểm 
1. Chụp động mạch vành 0,2 điểm 
2. Chụp động mạch lớn qua ống thông 0,2 điểm 
3. Chụp cộng hưởng từ 0,2 điểm 
4. Chụp cắt lớp 0,2 điểm 
5. Chụp đường mật qua ống dẫn lưu 0,1 điểm 
6. Chụp dạ dày đối quang kép 0,1 điểm 
7. Chụp thận ngược dòng 0,1 điểm 
8. Chụp thận có cản quang 0,1 điểm 
9. Chụp tử cung, buồng trứng có bơm hơi hay có cản quang 
0,1 điểm 
10. Chụp khung đại tràng có cản quang 0,1 điểm 
11. Chụp thực quản có cản quang 0,1 điểm 
12. Chụp lỗ dò cản quang 0,1 điểm 
13. Chụp các xoang 0,1 điểm 
14. Chụp cấp cứu ổ bụng 0,1 điểm 
15. Siêu âm chẩn đoán (đen trắng hoặc mầu) 0,1 điểm 
16. Nội soi chẩn đoán 0,1 điểm 
VI. Phẫu thuật do cán bộ bệnh viện đang thực hiện: 
4điểm 
1. Phẫu thuật loại đặc biệt 2 điểm 
2. Phẫu thuật loại 1 (A, B, C) 1 điểm 
3. Phẫu thuật loại 2 (A, B, C) 0,6 điểm 
4. Phẫu thuật loại 3 0,4 điểm 
VII. Thủ thuật do cán bộ bệnh viện đang thực hiện: 
2điểm 
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1. Thủ thuật loại đặc biệt 1 điểm 
2. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
3. Thủ thuật loại 2 (A, B, C) 0,3 điểm 
4. Thủ thuật loại 3 0,2 điểm 
VIII. Chuẩn đoán giải phẫu bệnh: 1 điểm 
1. Sinh thiết hạch, u 0,5 điểm 
2. Khám nghiệm tử thi 0,5 điểm. 
Mục 2- 
Bệnh viện y học cổ truyền 
I. Phần công tác cấp cứu, hồi sức đa khoa: 9 điểm 
1. Thiết bị y tế: 2 điểm 
a. Máy X- quang công suất 125 KV - 300mA 0,4 điểm 
b. Máy điện tim 0,4 điểm 
c. Máy thở 0,4 điểm 
d. Máy siêu âm đen trắng 0,4 điểm 
đ. Kính hiển vi 2 mắt điện 0,4 điểm 
2. Kỹ thuật xét nghiệm huyết học đang thực hiện: 1 
điểm 
a. Số lượng hồng cầu 0,1 điểm 
b. Số lượng tiểu cầu 0,1 điểm 
c. Công thức bạch cầu 0,1 điểm 
d. Tỷ lệ huyết sắc tố 0,1 điểm 
đ. Thời gian máu chảy, máu đông 0,1 điểm 
e. Thể tích khối hồng cầu 0,1 điểm 
g. Huyết đồ 0,1 điểm 
h. Tốc độ máu lắng 0,1 điểm 
i. Dấu hiệu dây thắt 0,1 điểm 
k. Tế bào trong các dịch sinh vật 0,1 điểm 
3. Kỹ thuật xét nghiệm hoá sinh đang thực hiện: 1 
điểm 
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a. Phản ứng Rivalta 0,1 điểm 
b. Dịch vị 0,1 điểm 
c. Bilirubin nước tiểu 0,1 điểm 
d. Urobilinogen nước tiểu 0,1 điểm 
đ. Đường nước tiểu 0,1 điểm 
e. Hồng cầu trong nước tiểu 0,1 điểm 
g. Cholesterol máu toàn phần 0,1 điểm 
h. Protein máu toàn phần 0,1 điểm 
i. Urê máu 0,1 điểm 
k. Đường máu 0,1 điểm 
4. Kỹ thuật xét nghiệm vi sinh đang thực hiện: 1 điểm 
a. Ký sinh trùng đường ruột 0,2 điểm 
b. Soi tươi tìm vi khuẩn 0,2 điểm 
c. Nhuộm soi tìm vi khuẩn 0,2 điểm 
.d. Ký sinh trùng sốt rét 0,2 điểm 
đ. Soi tươi tìm nấm 0,2 điểm 
5. Kỹ thuật chẩn đoán hình ảnh đang thực hiện: 1 
điểm 
a. Chụp dạ dày cản quang 0,1 điểm 
b. Chụp xương 0,1 điểm 
c. Chụp các khớp xương 0,1 điểm 
d. Chụp khung đại tràng có cản quang 0,1 điểm 
đ. Chụp các xoang 0,2 điểm 
e. Chụp cấp cứu ổ bụng 0,2 điểm 
g. Siêu âm ổ bụng 0,2 điểm 
6. Thủ thuật do cán bộ bệnh viện đang thực hiện: 1 
điểm 
a. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
b. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
c. Thủ thuật loại 3 0,2 điểm 
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7. Kỹ thuật cấp cứu do cán bộ bệnh viện đang thực 
hiện: 2 điểm 
a. Suy hô hấp 0,4 điểm 
b. Ngừng tuần hoàn 0,4 điểm 
c. Choáng 0,4 điểm 
d. Hôn mê 0,4 điểm 
đ. Xử lý ngộ độc 0,4 điểm 
II. Phần đặc thù chuyên khoa: 11 điểm 
1. Thiết bị y tế 4 điểm 
a. Máy điện châm 0,2 điểm 
b. Máy xoa bóp 0,2 điểm 
c. Máy chẩn mạch 0,2 điểm 
d. Máy cân bằng âm dương 0,2 điểm 
đ. Máy dò huyết 0,2 điểm 
e. Máy Laser châm cứu 0,2 điểm 
g. Thiết bị xông hơi YHCT 0,2 điểm 
h. Máy thái dược liệu 0,2 điểm 
i. Máy tán 0,2 điểm 
k. Máy bào 0,2 điểm 
l. Máy sao dược liệu 0,2 điểm 
m. Máy trộn dược liệu 0,2 điểm 
n. Máy bao viên 0,2 điểm 
o. Máy sát cốm 0,2 điểm.p. Máy quết tễ 0,2 điểm 
q. Tủ sấy dược liệu 0,2 điểm 
r. Thiết bị hệ thống sắc thuốc thang 0,2 điểm 
s. Dao cầu, thuyền tán 0,2 điểm 
t. Dụng cụ nấu cao 0,2 điểm 
u. Quầy thuốc YHCT 0,2 điểm 
2. Châm tê để phẫu thuật do Bệnh viện thực hiện: 
3điểm 
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a. Phẫu thuật loại 1 (A, B, C) 1,2 điểm 
b. Phẫu thuật loại 2 (A, B, C) 1,0 điểm 
c. Phẫu thuật loại 3 0,8 điểm 
3. Thủ thuật điều trị do bệnh viện thực hiện: 4 điểm 
a. Châm 0,2 điểm 
b. Cứu 0,2 điểm 
c. Thuỷ châm 0,2 điểm 
d. Điện châm 0,2 điểm 
đ. Giác 0,2 điểm 
e. Xông hơi thuốc YHCT 0,2 điểm 
g. Nhĩ châm 0,3 điểm 
h. Laser trên huyệt 0,3 điểm 
i. Thiệt châm 0,3 điểm 
k. Điều trị trĩ bằng thuốc YHCT 0,3 điểm 
l. Tắm nước thuốc YHCT 0,3 điểm 
m. Đắp, bó dán thuốc YHCT 0,3 điểm 
n. Xoa bóp, bấm huyệt 0,3 điểm 
o. Tập luyện dưỡng sinh 0,3 điểm 
p. Nắn bó gãy xương bằng phương pháp YHCT 0,3 điểm 
III. Phần bổ sung các nhóm chỉ tiêu khác đối với 
BVYHCT: 
1. Nhóm tiêu chuẩn II: 
- Tiết a, điểm 2: Ngày điều trị trung bình được tínhlà 30 
ngày. 
- Điểm 3: số người bệnh nội trú được chăm sóc Cấpmột: 
a. Từ 10% số người bệnh nội trú trở lên 2 điểm 
b. Từ 5% đến 9% số người bệnh nội trú 1 điểm 
c. Dưới 5% số người bệnh nội trú 0,5 điểm 
2. Nhóm tiêu chuẩn III: 
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- Mục 5: Thầy thuốc điều trị bao gồm: bác sĩ, lương y, y sĩ 
chuyên ngành YHCT 
3. Nhóm tiêu chuẩn V:. 
- Điểm 2: được thay bằng: 
+ Có buồng châm cứu nam, nữ riêng: 0,5 điểm 
+ Có buồng luyện tập dưỡng sinh 0,5 điểm 
- Điểm 3: được thay bằng: 
+ Khoa dược có buồng bào chế, buồng pha chế, sân phơi 
dược liệu, kho dược liệu 1 điểm 
Mục 3. 
Bệnh viện tâm thần 
I. Công tác cấp cứu, hồi sức đa khoa: 9 điểm 
1. Thiết bị y tế: 2 điểm 
a. Máy X- quang công suất 125 KV - 300mA 0,4 điểm 
b. Máy điện tim 0,4 điểm 
c. Máy thở 0,4 điểm 
d. Máy siêu âm đen trắng 0,4 điểm 
đ. Kính hiển vi 2 mắt điện 0,4 điểm 
2. Kỹ thuật xét nghiệm huyết học cơ bản BV thực 
hiện: 1điểm 
a. Số lượng hồng cầu 0,1 điểm 
b. Số lượng tiểu cầu 0,1 điểm 
c. Công thức bạch cầu 0,1 điểm 
d. Tỷ lệ huyết sắc tố 0,1 điểm 
đ. Thời gian máu chảy, máu đông 0,1 điểm 
e. Thể tích khối hồng cầu 0,1 điểm 
g. Huyết đồ 0,1 điểm 
h. Tốc độ lắng máu 0,1 điểm 
i. Dấu hiệu dây thắt 0,1 điểm 
k. Tế bào trong các dịch sinh vật 0,1 điểm 
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3. Kỹ thuật xét nghiệm hoá sinh cơ bản BV thực hiện: 
1điểm 
a. Phản ứng Rivalta 0,1 điểm 
b. Dịch vị 0,1 điểm 
c. Bilirubin nước tiểu 0,1 điểm 
d. Urobilinogen nước tiểu 0,1 điểm 
đ. Đường nước tiểu 0,1 điểm 
e. Hồng cầu trong nước tiểu 0,1 điểm 
g. Cholesterol máu toàn phần 0,1 điểm 
h. Protein máu toàn phần 0,1 điểm 
i. Urê máu 0,1 điểm 
k. Đường máu 0,1 điểm. 
4. Kỹ thuật xét nghiệm vi sinh cơ bản BV thực hiện: 
1điểm 
a. Ký sinh vật đường ruột 0,2 điểm 
b. Soi tươi tìm vi khuẩn 0,2 điểm 
c. Nhuộm soi tìm vi khuẩn 0,2 điểm 
d. Ký sinh vật sốt rét 0,2 điểm 
đ. Soi tươi tìm nấm 0,2 điểm 
5. Kỹ thuật chẩn đoán hình ảnh do BV thực hiện: 1 
điểm 
a. Chụp dạ dày 0,1 điểm 
b. Chụp xương 0,1 điểm 
c. Chụp các khớp xương 0,1 điểm 
d. Chụp khung đại tràng có cản quang 0,1 điểm 
đ. Chụp các xoang 0,2 điểm 
e. Chụp cấp cứu ổ bụng 0,2 điểm 
g. Siêu âm ổ bụng 0,2 điểm 
6. Thủ thuật do cán bộ bệnh viện thực hiện: 1 điểm 
a. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
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b. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
c. Thủ thuật loại 3 0,2 điểm 
7. Kỹ thuật cấp cứu do bệnh viện thực hiện : 2 điểm 
a. Suy hô hấp 0,4 điểm 
b. Ngừng tuần hoàn 0,4 điểm 
c. Choáng 0,4 điểm 
d. Hôn mê 0,4 điểm 
đ. Xử lý ngộ độc 0,4 điểm 
II. Phần đặc thù chuyên khoa: 11 điểm 
1. Thiết bị y tế 1 điểm 
a. Máy điện não 0,5 điểm 
b. Máy choáng (shock) điện 0,5 điểm 
2. Kỹ thuật xét nghiệm hoá sinh đang thực hiện: 1 
điểm 
Xác định chất gây nghiện 1 điểm 
3. Kỹ thuật chẩn đoán hình ảnh đang thực hiện: 1 
điểm 
a. Chụp tuỷ sống có cản quang 0,5 điểm 
b. Chụp hộp sọ thẳng, nghiêng 0,5 điểm 
4. Chẩn đoán giải phẫu bệnh: 1 điểm 
a. Sinh thiết hạch, u 0,5 điểm 
b. Khám nghiệm tử thi 0,5 điểm. 
5. Kỹ thuật chuyên khoa: 7 điểm 
a. Trắc nghiệm tâm lý 1 điểm 
b. Điều trị tâm lý 1 điểm 
c. Phục hồi chức năng 1 điểm 
d. Lao động liệu pháp 1 điểm 
đ. Điều trị giấc ngủ 1 điểm 
e. Choáng điện 1 điểm 
b. Giám định pháp y tâm thần 1 điểm 
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III. Phần bổ sung các nhóm tiêu chuẩn khác: 
1. Nhóm tiêu chuẩn II: 
- Tiết a, điểm 2: Ngày điều trị trung bình là 90 ngày. 
2. Nhóm tiêu chuẩn V: 
Điểm 2: buồng điều trị thiết kế phù hợp với chăm sócngười 
bệnh tâm thần 1 điểm 
Điểm 3: có buồng điều trị bắt buộc bố trí riêng 1điểm 
Mục 4- 
Bệnh viện điều dưỡng - phục hồi chức năng 
I. Công tác cấp cứu, hồi sức đa khoa: 9 điểm 
1. Thiết bị y tế: 2 điểm 
a. Máy X- quang công suất 125 KV - 300mA 0,4 điểm 
b. Máy điện tim 0,4 điểm 
c. Máy thở 0,4 điểm 
d. Máy siêu âm đen trắng 0,4 điểm 
đ. Kính hiển vi 2 mắt điện 0,4 điểm 
2. Kỹ thuật xét nghiệm huyết học đang thực hiện: 1 
điểm 
a. Số lượng hồng cầu 0,1 điểm 
b. Số lượng tiểu cầu 0,1 điểm 
c. Công thức bạch cầu 0,1 điểm 
d. Tỷ lệ huyết sắc tố 0,1 điểm 
đ. Thời gian máu chảy, máu đông 0,1 điểm 
e. Thể tích khối hồng cầu 0,1 điểm 
g. Huyết đồ 0,1 điểm 
h. Tốc độ lắng máu 0,1 điểm 
i. Dấu hiệu dây thắt 0,1 điểm 
k. Tế bào trong các dịch sinh vật 0,1 điểm 
3. Kỹ thuật xét nghiệm hoá sinh đang thực hiện: 1 
điểm. 
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a. Phản ứng Rivalta 0,1 điểm 
b. Dịch vị 0,1 điểm 
c. Bilirubin nước tiểu 0,1 điểm 
d. Urobilinogen nước tiểu 0,1 điểm 
đ. Đường nước tiểu 0,1 điểm 
e. Hồng cầu trong nước tiểu 0,1 điểm 
g. Cholesterol máu toàn phần 0,1 điểm 
h. Protein máu toàn phần 0,1 điểm 
i. Urê máu 0,1 điểm 
k. Đường máu 0,1 điểm 
4. Kỹ thuật xét nghiệm vi sinh đang thực hiện: 1 điểm 
a. Ký sinh vật đường ruột 0,2 điểm 
b. Soi tươi tìm vi khuẩn 0,2 điểm 
c. Nhuộm soi tìm vi khuẩn 0,2 điểm 
d. Ký sinh trùng sốt rét 0,2 điểm 
đ. Soi tươi tìm nấm 0,2 điểm 
5. Kỹ thuật chẩn đoán hình ảnh đang thực hiện: 1 
điểm 
a. Chụp dạ dày 0,1 điểm 
b. Chụp xương 0,1 điểm 
c. Chụp các khớp xương 0,1 điểm 
d. Chụp khung đại tràng có cản quang 0,1 điểm 
đ. Chụp các xoang 0,2 điểm 
e. Chụp cấp cứu ổ bụng 0,2 điểm 
g. Siêu âm ổ bụng 0,2 điểm 
6. Thủ thuật do cán bộ bệnh viện đang thực hiện: 1 
điểm 
a. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
b. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
c. Thủ thuật loại 3 0,2 điểm 
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7. Kỹ thuật cấp cứu do cán bộ bệnh viện đang thực 
hiện: 2 điểm 
a. Suy hô hấp 0,4 điểm 
b. Ngừng tuần hoàn 0,4 điểm 
c. Choáng 0,4 điểm 
d. Hôn mê 0,4 điểm 
đ. Xử lý ngộ độc 0,4 điểm 
II. Phần đặc thù chuyên khoa: 11 điểm 
1. Thiết bị y tế 3 điểm.a. Máy điều trị tần số thấp 0,3 
điểm 
b. Máy siêu âm điều trị 0,3 điểm 
c. Máy Laser điều trị 0,3 điểm 
d. Máy điều trị sóng ngắn 0,3 điểm 
đ. Máy kéo dãn cột sống 0,3 điểm 
e. Máy điều trị điện trường 0,3 điểm 
g. Máy điều trị bằng dòng giao thoa 0,3 điểm 
h. Máy chẩn đoán điện cơ 0,3 điểm 
i. Đèn hồng ngoại 0,3 điểm 
k. Đèn tử ngoại 0,3 điểm 
2. Dụng cụ chuyên ngành phục hồi chức năng: 4 điểm 
a. Xưởng sản xuất dụng cụ chỉnh hình thích ứng 1 điểm 
b. Dụng cụ lượng giá chức năng vận động: lực kế tay, chân, 
thân 0,5 điểm 
c. Dụng cụ vận động trị liệu: xe đạp, bậc gỗ, tạ, bóng, 
thang, ròng rọc 0,5 điểm 
d. Thuỷ trị liệu 0,5 điểm 
đ. Dụng cụ hoạt động trị liệu 0,5 điểm 
e. Dụng cụ ngôn ngữ trị liệu 0,5 điểm 
g. Nhiệt trị liệu 0,5 điểm 
3. Các kỹ thuật Phục hồi chức năng: 4 điểm 
a. Tập đi nạng 0,4 điểm 
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b. Xoa bóp bấm huyệt 0,4 điểm 
c. Kéo dãn phục hồi vận động các chi 0,4 điểm 
d. Tập xe lăn 0,4 điểm 
đ. Tập tạ, chuỳ các loại 0,4 điểm 
e. Tập kéo co dãn chủ động và thụ động 0,4 điểm 
g. Tập bóng các loại 0,4 điểm 
h. Tập leo thang 0,4 điểm 
i. Tập bàn tay và ngón tay 0,4 điểm 
k. Tập kéo nắn cột sống 0,4 điểm. 
III. Phần bổ sung các nhóm tiêu chuẩn khác: 
1. Nhóm tiêu chuẩn II: 
- Tiết a, điểm 2: ngày điều trị trung bình được tính chuẩn là 
30 ngày. 
- Điểm 4: Số người bệnh nội trú được chăm sóc cấp một; 
chỉ tiêu này được thay bằng: 
a. Từ 10% số người bệnh nội trú trở lên 2 điểm 
b. Từ 5 đến 9% số người bệnh nội trú 1 điểm 
c. Dưới 5% số người bệnh nội trú 0,5 điểm. 
Mục 5- 
Bệnh viện Tai Mũi họng, Răng hàm mặt, mắt 
I. Công tác cấp cứu, hồi sức đa khoa: 9 điểm 
1. Thiết bị y tế: 2 điểm 
a. Máy X- quang công suất 125 KV - 300mA 0,4 điểm 
b. Máy điện tim 0,4 điểm 
c. Máy thở 0,4 điểm 
d. Máy siêu âm đen trắng 0,4 điểm 
đ. Kính hiển vi 2 mắt điện 0,4 điểm 
2. Kỹ thuật xét nghiệm huyết học do BV thực hiện: 1 
điểm 
a. Số lượng hồng cầu 0,1 điểm 
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b. Số lượng tiểu cầu 0,1 điểm 
c. Công thức bạch cầu 0,1 điểm 
d. Tỷ lệ huyết sắc tố 0,1 điểm 
đ. Thời gian máu chảy, máu đông 0,1 điểm 
e. Thể tích khối hồng cầu 0,1 điểm 
g. Huyết đồ 0,1 điểm 
h. Tốc độ lắng máu 0,1 điểm 
i. Dấu hiệu dây thắt 0,1 điểm 
k. Tế bào trong các dịch sinh vật 0,1 điểm 
3. Kỹ thuật xét nghiệm hoá sinh do BV thực hiện: 1 
điểm 
a. Phản ứng Rivalta 0,1 điểm 
b. Dịch vị 0,1 điểm 
c. Bilirubin nước tiểu 0,1 điểm 
d. Urobilinogen nước tiểu 0,1 điểm 
đ. Đường nước tiểu 0,1 điểm 
e. Hồng cầu trong nước tiểu 0,1 điểm 
g. Cholesterol máu toàn phần 0,1 điểm 
h. Protein máu toàn phần 0,1 điểm 
i. Urê máu 0,1 điểm 
k. Đường máu 0,1 điểm 
4. Kỹ thuật xét nghiệm vi sinh do BV thực hiện: 1 
điểm 
a. Ký sinh vật đường ruột 0,2 điểm 
b. Soi tươi tìm vi khuẩn 0,2 điểm 
c. Nhuộm soi tìm vi khuẩn 0,2 điểm 
d. Ký sinh trùng sốt rét 0,2 điểm.đ. Soi tươi tìm nấm  0,2 
điểm 
5. Kỹ thuật chẩn đoán hình ảnh do BV thực hiện: 1 
điểm 
a. Chụp dạ dày 0,1 điểm 
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b. Chụp xương 0,1 điểm 
c. Chụp các khớp xương 0,1 điểm 
d. Chụp khung đại tràng có cản quang 0,1 điểm 
đ. Chụp các xoang 0,2 điểm 
e. Chụp cấp cứu ổ bụng 0,2 điểm 
g. Siêu âm ổ bụng 0,2 điểm 
6. Thủ thuật do bệnh viện thực hiện: 1 điểm 
a. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
b. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
c. Thủ thuật loại 3 0,2 điểm 
7. Kỹ thuật cấp cứu do bệnh viện thực hiện : 2 điểm 
a. Suy hô hấp 0,4 điểm 
b. Ngừng tuần hoàn 0,4 điểm 
c. Choáng 0,4 điểm 
d. Hôn mê 0,4 điểm 
đ. Xử lý ngộ độc 0,4 điểm 
II. Phần đặc thù chuyên khoa: 11 điểm 
1. Bệnh viện Tai Mũi Họng 
1.1. Thiết bị y tế 3 điểm 
a. Máy quay lắc thử nghiệm sóng 0,3 điểm 
b. Máy đo thính lực 0,3 điểm 
c. Kính hiển vi phẫu thuật 0,4 điểm 
d. Máy soi hoạt nghiệm thanh quản 0,4 điểm 
đ. Máy khám tai có truyền hình 0,4 điểm 
e. Máy nội soi khí phế quản 0,4 điểm 
g. Máy Optokinatic 0,4 điểm 
h. Khung dao động 0,4 điểm 
1.2. Kỹ thuật chẩn đoán hình ảnh do BV thực hiện 2 
điểm 
a. Chụp Hirzt 0,2 điểm 
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b. Chụp xương chũm 0,3 điểm 
c. Chụp Schuller 0,3 điểm 
d. Chụp Stenven 0,3 điểm 
đ. Chụp lỗ tai ngoài 0,3 điểm.e. Chụp lỗ rách sau 0,3điểm 
g. Chụp lỗ nền sọ 0,3 điểm 
1.3. Phẫu thuật do cán bộ bệnh viện thực hiện: 4 điểm 
a. Phẫu thuật loại đặc biệt 2,0 điểm 
b. Phẫu thuật loại 1 (A, B, C) 1,0 điểm 
c. Phẫu thuật loại 2 (A,B, C) 0,6 điểm 
d. Phẫu thuật loại 3 0,4 điểm 
1.4. Thủ thuật do bệnh viện thực hiện: 2 điểm 
a. Thủ thuật loại đặc biệt 1,0 điểm 
b. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
c. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
d. Thủ thuật loại 3 0,2 điểm 
1.5. Phần bổ sung các nhóm tiêu chuẩn khác: 
- Nhóm tiêu chuẩn IV: cơ sở hạ tầng 
- Điểm 2: Được thay bằng các khoa: Khám bệnh, Hồi sức 
cấp cứu, Chẩn đoán hình ảnh, Thính học, Thanh học, được 
xây dựng liên hoàn có buồng vệ sinh, buồng tắm khép kín 1 
điểm 
- Điểm 3: được thay bằng: Khoa hồi sức cấp cứu, Phòng 
phẫu thuật, phẫu tích xương chũm, buồng khám chức năng 
tiền đình có điều hoà nhiệt độ 1 điểm. 
2. Bệnh viện Răng Hàm Mặt: 
2.1. Thiết bị : 3 điểm 
a. Ghế răng 0,4 điểm 
b. Máy đúc sứ 0,4 điểm 
c. Máy khoan cắt xương 0,4 điểm 
d. Máy cắt quay tiêu bản 0,4 điểm 
đ. Máy mài cao tốc 0,4 điểm 
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e. Máy đúc cao tần 0,5 điểm 
g. Kính hiển vi kèm TV và Camera 0,5 điểm 
2.2. Kỹ thuật chẩn đoán hình ảnh do BV thực hiện: 
2điểm 
a. Chụp Panorama 0,4 điểm 
b. Chụp Hirts 0,4 điểm 
c. Chụp Blondeaux 0,4 điểm 
d. Chụp Schuller 0,4 điểm 
đ. Chụp ổ răng 0,4 điểm 
2.3. Phẫu thuật do bệnh viện thực hiện: 4 điểm. 
a. Phẫu thuật loại đặc biệt 2,0 điểm 
b. Phẫu thuật loại 1 (A, B, C) 1,0 điểm 
c. Phẫu thuật loại 2 (A,B, C) 0,6 điểm 
d. Phẫu thuật loại 3 0,4 điểm 
2.4. Thủ thuật do bệnh viện thực hiện: 2 điểm 
a. Thủ thuật loại đặc biệt 1,0 điểm 
b. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
c. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
d. Thủ thuật loại 3 0,2 điểm 
3. Bệnh viện Mắt: 
3.1. Thiết bị y tế 3 điểm 
a. Đèn soi đáy mắt cầm tay 0,1 điểm 
b. Máy đo Javal 0,1 điểm 
c. Máy làm nhuyễn thuỷ tinh thể 0,2 điểm 
d. Máy đo khúc xạ tự động 0,2 điểm 
đ. Máy đo nhãn áp tự động 0,2 điểm 
e. Máy đo thị trường tự động 0,2 điểm 
g. Máy sinh hiển vi đèn khe khám mắt 0,2 điểm 
h. Máy sinh hiển vi phẫu thuật mắt 0,2 điểm 
i. Máy đo thị trường không tự động 0,2 điểm 
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k. Bộ thử kính có gọng kính 0,2 điểm 
l. Bộ thử thị lực điện 0,2 điểm 
m. Bộ đo nhãn áp Maclakov 0,2 điểm 
n. Hộp đo nhãn áp tiếp xúc Goldman-Shiotz 0,2 điểm 
o. Máy mổ Pharco 0,3 điểm 
p. Laser excimer 0,3 điểm 
3.2. Kỹ thuật chẩn đoán hình ảnh do BV thực hiện: 
2điểm 
a. Chụp hốc mắt 0,2 điểm 
b. Chụp trần hốc mắt 0,3 điểm 
c. Chụp lỗ thị giác 0,3 điểm 
d. Chụp khu trú Baltin, xác định dị vật nhãn cầu 0,3điểm 
đ. Chụp khu trú phương pháp Vogt, xác định dị vật bán 
phần trước nhãn cầu 0,3 điểm 
e. Chụp khung xương Baltin phát hiện dị vật nhãn cầu 
0,3điểm 
b. Chụp túi lệ có bơm thuốc cản quang 0,3 điểm 
3.3. Phẫu thuật do bệnh viện thực hiện: 4 điểm. 
a. Phẫu thuật loại đặc biệt 2,0 điểm 
b. Phẫu thuật loại 1 (A, B, C) 1,0 điểm 
c. Phẫu thuật loại 2 (A,B, C) 0,6 điểm 
d. Phẫu thuật loại 3 0,4 điểm 
3.4. Thủ thuật do bệnh viện thực hiện: 2 điểm 
a. Thủ thuật loại đặc biệt 1,0 điểm 
b. Thủ thuật loại 1 (A, B, C) 0,5 điểm 
c. Thủ thuật loại 2 (A,B, C) 0,3 điểm 
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This study aims to describe Vietnamese nurses’ practices of educating COPD patients about self-
management education. This study forms the research component of a Masters degree programme at 
Queensland University of Technology, undertaken by Hong Thuy Phuong Huynh. The researcher 
requests your assistance due to your experience in caring for COPD patients in hospitals. Your input will 
help us to understand more about nurses’ knowledge and practice, specific to educating COPD patients 
about the self-management of their disease.  
 
In terms of participation, you will be asked to complete a questionnaire about COPD, which is 
characterised as progressive and partially reversible airflow limitation, COPD self-management and health 
education. The questionnaire will take approximately 30 minutes to complete. After completing and 
submitting the survey, it will not be possible to identify your questionnaire for withdrawal. Submission of 
your completed questionnaire confirms your consent to participate in this study. Your decision to 
participate is entirely voluntary and will in no way impact upon your current or future relationship with the 
researcher, the University of Medicine and Pharmacy-Ho Chi Minh City, the Queensland University of 
Technology, or with the hospital in which you are working.  
 
If you decide to answer this questionnaire, please answer all questions as truthfully and accurately as 
possible to best benefit the future management of Vietnamese COPD patients. To answer the questions, 
please tick the box to choose the option that best represents your views.  
 
Thank you very much 
 168 Appendices 
 SECTION 1:  
 
 
Do you currently care for one or more COPD patients
(*)
 per week? 
 Yes     No 
 
(*)COPD is a chronic disease which is characterised as progressive and partially reversible airflow 
limitation.For the purposes of this questionnaire, a “COPD patient” is defined as a patient who has 
presented to the hospital with COPD as the (or one of the) primary reason(s) for hospital 
admission.  
 
If your answer was “YES”, please continue to Section 2.  
If your answer was “NO”, you are not required to progress any further. Thank you very much for 
your time and support. 
 
 
SECTION 2:  
This section asks for some information about you and your general practices when educating COPD 
patients.  
 
1. Age  ____________ years 
2. Gender  Male      Female 
3. What is your nursing qualification? 
 Registered nurse 
 Nurse on probation 
4. What is your highest level of nursing education? 
 2-year nurse 
 3-year nurse 
 Bachelor 
 Masters 
5. How long have you practised as a registered nurse? 
 < 12 months 
 1 – 5 years 
 > 5 years 
6. How long have you provided regular care(*) for COPD patients? 
(*) “Regular care” is defined as caring for one or more COPD patients per week 
 < 12 months 
 1 – 5 years 
 > 5 years 
7. Do you educate COPD patients before they are discharged from hospitals? 
 Yes 
  No 
If you have answered “NO” to question 7, please progress to section 3 of this questionnaire 
(page 4). If you answered “YES” to question 7, please progress to question 8 and continue 
completing Section 2 









9. If you have answered “Yes” to question 8, how do you determine a COPD patient’s knowledge 
of the disease before you educate them?  
 By asking COPD patients 
 By listening and answering COPD patients’ questions 
 Other – please specify: 
_____________________________________ 
10. Do you attempt to determine a COPD patient’s existing knowledge of self-managing the disease 
before you educate them? 
 Yes       
 No 
11. If you have answered “Yes” to question 10, how do you determine a COPD patient’s existing 
knowledge of self-managing the disease before you educate them? 
 By asking COPD patients 
 By listening and answering COPD patients’ questions 
 Other – please specify: 
_______________________________ 
12. Which of the following topics would you cover when educating a COPD patient (You may 
choose more than one option)? 
 Definition of COPD 
 Risk factors which can cause and/ or worsen COPD patients’ condition 
 Common symptoms of COPD 
 Sputum production in COPD  
 Breathlessness in COPD 
 Exacerbation of COPD 
 Smoking 
 Exercises for COPD patients 
 Vaccination: flu and/or pneumonia  
 Bronchodilator medications 
 Antibiotic medications 
 Steroid medications 
 Other – please specify: _______________________________ 
14. Which of the following informs the education you provide to your COPD patients (you may 
choose more than one option)? 
 Knowledge gained whilst completing your registered nurse training 
 Knowledge gained from your peers  
 Your past experience as a nurse 
 Guidelines/ protocols which have been developed by the hospital 
 2010 Global Initiative for Chronic Obstructive Lung Disease (GOLD) guideline of COPD 
management 
 Research articles 
 Other – please specify: 
_____________________________________ 
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SECTION 3:  
This section asks about any health education training course(s) specific to patients with chronic 
diseases you have completed. 




If your answer was “NO”, please progress to section 4 (page 6). If you answered “YES”, please 
continue to complete this section. Please choose the training course(s) which you have completed (you 
may choose more than one option) and answer the questions following each option.  
2. The course(s) which you completed  
  Training courses 




 Training courses offered by 
a nursing college 








































 Both physicians 
and nurses 






 Both physicians and nurses 




 Both physicians and nurses 
 Other – please specify: 
 __________________ 
How useful did 
you find the 
training 
course(s) for 











1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
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To what extent 
























1 2 3 4 5 6 7 
 
2. The course(s) which you completed  (Cont.) 
  Training 
courses offered 
by a hospitals 
 Other – please specify: 
__________________ 
 Other – please specify: 
__________________ 




















contact hours in 
















 Both physicians 
and nurses 






 Both physicians and 
nurses 




 Both physicians and 
nurses 
 Other – please specify: 
 __________________ 
How useful did 
you find the 
training 
course(s) for 











1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
To what extent 
























1 2 3 4 5 6 7 
3. You attend these training courses because: (you may choose more than one option) 
 You yourself want to attend 
 Your colleagues advise you to attend 
 The hospitals requires your attendance  
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 The head nurses requires your attendance 
 The physicians requires your attendance 
 Other – please specify: 
__________________________________________________________________________ 
 
4. Attending these training courses has resulted in: (you may choose more than one option) 
 More knowledge to support your practices of educating COPD patients 
 More skills to support your practices of educating COPD patients 
 Evidence to support your practices of educating COPD patients 
 Increased intention to educate COPD patients 
 Changed attitudes about providing health education for COPD patients 
 More confidence in providing health education for COPD patients 
 Other – please specify: 
__________________________________________________________________________ 
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SECTION 4: 
 
Section 3 asked about courses related to general health education for patients with different chronic 
diseases. Section 4 focuses on asking your formal training specific to the self-management education 
of COPD patients.  




If your answer is “NO”, please progress to section 5 (page 8). If you answer “YES”, please continue 
to complete this section. Please choose the training course(s) which you have completed (you may choose 
more than one option) and answer the questions following each option.. 
2. The course(s) which you completed  
  Training courses 
offered by a 
secondary school of 
nursing 
 
 Training courses offered 
by a nursing college 
 Training courses offered 




































 Both physicians and 
nurses 





 Both physicians and nurses 




 Both physicians and nurses 
 Other – please specify: 
 __________________ 
How useful did 














1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
 




1 2 3 4 5 6 7 
To what extent 

























1 2 3 4 5 6 7 
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2. The course(s) which you completed  (Cont.) 
  Training courses 
offered by a 
hospitals 




 Other – please specify: 
__________________ 























contact hours in 















 Both physicians and 
nurses 






 Both physicians and 
nurses 






 Both physicians and 
nurses 
 Other – please specify: 
 __________________ 
How useful did 
you find the 
training 
course(s) for 







Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
 
Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
 
Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
To what extent 








Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
 
Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
 
Of no use Extremely 
Useful 
____________________________ 
1 2 3 4 5 6 7 
 
5. You attend these training courses because: (you may choose more than one option) 
 You yourself want to attend 
 Your colleagues advise you to attend 
 The hospitals requires your attendance  
 The head nurses requires your attendance 
 The physicians requires your attendance 
 Other – please specify: 
__________________________________________________________________________ 
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6. Attending these training courses has resulted in: (you may choose more than one option) 
 More knowledge to support your practices of educating COPD patients 
 More skills to support your practices of educating COPD patients 
 Evidence to support your practices of educating COPD patients 
 Increased intention to educate COPD patients 
 Changed attitudes about providing health education for COPD patients 
 More confidence in providing health education for COPD patients 
 Other – please specify: 
__________________________________________________________________________ 
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SECTION 5:  
 
 
This section asks about the person who has most influence on your practices of educating COPD 
patients about self-management. Please choose the option which best represents your view (you may 




The person who 
has had most 
influence over 




(tick one only) 
 Physicians  Head 
Nurse 
 Your colleagues  Other – please 
specify 
______________ 
To what extent do 
these person(s) 























1 2 3 4 5 6 7 
How does this 
person influence 










































 Encourage me 
 Order me 







  Not applicable – 
has no influence 
 Encourage me 
 Order me 







  Not applicable – 
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SECTION 6:  
This section asks about your knowledge of COPD. To complete this section, you have three options to 





2. In COPD    
In COPD the world “chronic” means it is severe    
COPD can only be confirmed by breathing tests    
In COPD there is usually gradual worsening over time    
In COPD oxygen levels in the blood are always low    
COPD is unusual in people less than 40 years old    
    
3. COPD    
More than 80% of COPD cases are caused by cigarette smoking    
COPD can be caused by occupational dust exposure    
Longstanding asthma can develop into COPD    
COPD is commonly an inherited disease    
Women are less vulnerable to the effects of cigarette smoking than men    
    
4. The following symptoms are common in COPD    
Swelling of ankles    
Fatigue (tiredness)    
Wheezing    
Crushing chest pain    
Rapid weight loss    
    
5. Breathlessness in COPD    
Severe breathlessness prevents travel by air    
Breathlessness can be worsened by eating large meals    
Breathlessness means that your oxygen levels are low    
Breathlessness is a normal response to exercise    
Breathlessness is primarily caused by a narrowing of the bronchial tubes    
    
6. Phlegm (sputum)    
Coughing phlegm is a common symptom in COPD    
Clearing phlegm is more difficult if you get dehydrated    
 
Bronchodilator inhalers can help clear phlegm 
   
Phlegm causes harm if swallowed    
Clearing phlegm can be assisted by breathing exercises    
    
7. Chest infections/ Exacerbations    
Chest infections often cause coughing of blood    
With chest infections phlegm usually becomes colored (yellow or green)    
Exacerbations (episodes of worsening) can occur in the absence of a chest infection    
Chest infections are always associated with a high temperature    
Steroid tablets should be taken whenever there is an exacerbation    
 
 
   







8. Exercise in COPD    
Walking is better exercise than breathing exercises to improve fitness    
Exercise should be avoided as it strains the lungs    
Exercise can help maintain your bone density    
Exercise helps release depression    
Exercise should be stopped if it makes you breathless    
    
9. Smoking    
Stopping smoking will reduce the risk of heart disease    
Stopping smoking will slow down further lung damage    
Stopping smoking is pointless as the damage is done    
Stopping smoking usually results in improve lung function    
Nicotine replacement therapy is only available on prescription    
    
10. Vaccination    
A flu jab is recommended every year    
You can get flu from having a flu jab    
You can only have a flu jab if you are 65 or over    
A pneumonia jab protects against all forms of pneumonia    
You can have a pneumonia jab and a flu jab on the same day    
    
11. Inhaled Bronchodilators    
All bronchodilators act quickly (within 10 minutes)    
Both short and long acting bronchodilators can be taken on the same day    
Spacers (e.g. nebuhaler, aerochamber) should be dried with a towel after washing    
Using a spacer device will increase the amount of drug deposited in the lungs    
Tremor may be side effect of bronchodilators    
    
12. Antibiotic treatment in COPD    
To be effective, the course should last at least 10 days    
Excessive use of antibiotics can cause resistant bacteria (germs)    
Antibiotics will clear all chest infections    
Antibiotic treatment is necessary for an exacerbation (worsening) however mild    
You should seek advice if antibiotics cause severe diarrhoea    
    
13. Steroid tablets given for COPD (e.g. prednisolone)    
Steroid tablets help strengthen muscles    
Steroid tablets should be avoided if there is a chest infection    
The risk of long-term side effects due to steroids is less with short courses than with 
continuous treatment 
   
Indigestion is a common side effect from using steroid tablets    
Steroid tablets can increase your appetite    
    
14. Inhaled Steroids (brown, red or orange)    
Inhaled steroids should be stopped if you are given steroid tablets    





Steroid inhalers can be used for rapid relief of breathlessness    
Spacer devices reduce the risk of getting thrush in the mouth    
Steroid inhaler should be taken before your bronchodilator    




SECTION 7:  
 
This section asks you to self-assess your practices of educating COPD patients. You will use the scale 
of 1 to 7 with 1 being “Never” and 7 being “Always” to evaluate your practices of performing health 
education.  
 




Items 1 2 3 4 5 6 7 
How frequently do you:        
Apply learning theories to patient education        
Create an environment that facilitates learning        
Build rapport with patients        
Use appropriate non-verbal communication        
Utilise listening responses        
Determine patients’ learning style        
Assess patients’ readiness to learn        
Tailor patient teaching to individual needs        
Determine patient communication style        
Determine individual learning needs of patients        
Determine priority learning needs        
Provide patients with various strategies to help them learn        
Assist patients to formulate questions about information 
they need to acquire 
       
Assess patients’ level of understanding of information 
provided 
       
Adjust teaching based on patients’ changing learning 
needs throughout the COPD continuum 
       
Determine internal and external barriers that effect 
readiness to learn 
       
Understand the emotional impact of disease on learning        
Adjust teaching based on cultural factors that might 
impact learning 
       
Adjust teaching strategies based on age-related needs        
Incorporate family/support person into teaching as 
appropriate 
       
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SECTION 8 
 
This section asks you to self-assess your practices of educating COPD patients about self-
management. You will use the scale of 1 to 7 with 1 being “Never” and 7 being “Always” to evaluate 
your practices of educating COPD patients about self-management.  




Items 1 2 3 4 5 6 7 
How frequently do you:        
Assess patients’ experiences in self-managing COPD        
Assess patients’ satisfaction with their practice of self-
managing COPD  
       
Assess and document COPD patients’ self-management needs        
Assess and document COPD patients’ self-management 
activities 
       
Instruct COPD patients about coping skills        
Instruct COPD patients to self-monitor common symptoms of 
COPD: 
 Dyspnoea ........................................................... 
 Chronic cough .................................................... 
 Sputum production ............................................. 
 Wheezing and chest tightness ............................ 
 Weight loss ........................................................ 
 Anorexia ............................................................ 
 Anxiety .............................................................. 
































































Instruct COPD patients to have ongoing self-monitoring and 
assessment, including: 
a) Exposure to risk factors 
 Risk factors which may be exposed since  
the patients’ last visit ......................................... 
 Smoking: active/ passive.................................... 
 Working environment ........................................ 
 Living environment ............................................ 
b) COPD progression and development of complications 
 The amount of works patients can do before 
getting short of breath ........................................ 
 Patients’ breathlessness worsened, improved or 
stayed the same since their last visit .................. 
 Reducing activities because of short breathing 
or other symptoms ............................................. 
 Symptoms worsened since the last visit ............. 
 Sleep was interrupted by the breathlessness or 
other chest symptoms ......................................... 
c) Pharmacotherapy and other medical treatment  
 Medicines are taken ........................................... 
 The frequency of taking medicines .................... 
 Regular doses of medicine ................................. 
 Schedule of taking medicines ............................ 
 Way of using inhaler .......................................... 
 Other medicines or remedies ............................. 
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Items 1 2 3 4 5 6 7 
 Any problem occurred when undertaking  
the treatment ......................................................  
d) Exacerbation history 
 Times and/or episodes when patients’ 
symptoms were a lot worse than usual since  
the last visit ........................................................  
 The length of each time and/or episode last .......  
e) Comorbidities 






















Instruct COPD patients how to self-reward in living with 
COPD 
       
Support COPD patients in having environmental modification 
a) Eliminating or reducing the total personal exposure to 
tobacco smoke 
 Advise patients to eliminate being around other 
smokers 
b) Eliminating or reducing the total personal exposure to 
occupational dusts an chemicals 
 Advise patients to use respiratory protective 
equipment in the workplace 
c) Eliminating or reducing the total personal exposure to 
indoor and outdoor pollutants 
 Adequate ventilation should be established if 
various solid fuels are used for cooking and 
heating 
 Advise patients to avoid vigorous exercise 
outdoors during pollution episodes 
 Advise patients to staying indoor when air 































































































































Help COPD patients in arranging social support        
Counsel COPD patients to change their behaviour: quit 
smoking 
       
Instruct COPD patients about goal setting for specific and 
moderately challenging behaviours 
       
Receive and use support from department/ hospital in 
educating COPD patients about self-management 
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SECTION 8:  
In this section, you will use the scale of 1 to 7 with 1 being “Strongly agree” and 7 being “Strongly 
Disagree” to answer the questions 










1 2 3 4 5 6 7 
 
 Strongly                                              
Strongly 




Items 1 2 3 4 5 6 7 
I think it is good to:        
Assess patients’ experiences in self-managing their disease 
before they are discharged 
       
Assess patients’ satisfaction with their practice of self-
managing the disease before they are discharged 
       
Assess and document patients’ self-management needs before 
they are discharged 
       
Assess and document patients’ self-management activities 
before they are discharged 
       
Apply self-management support strategies in educating COPD 
patients before they are discharged 
       
Counsel COPD patients to change their behaviour before they 
are discharged 
       
Use support from department/ hospital in educating COPD 
patients about self-management before they are discharged 
       
To the best of your understanding, you believe the person you identified as having influence 
over your practice is likely to think you should: 
Assess patients’ experiences in self-managing their disease 
before they are discharged 
       
Assess patients’ satisfaction with their practice of self-
managing the disease before they are discharged 
       
Assess and document patients’ self-management needs before 
they are discharged 
       
Assess and document patients’ self-management activities 
before they are discharged 
       
Apply self-management support strategies in educating COPD 
patients before they are discharged 
       
Counsel COPD patients to change their behaviour before they 
are discharged 
       
Use support from department/ hospital in educating COPD 
patients about self-management before they are discharged 
       
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 Strongly                                              
Strongly 




Items 1 2 3 4 5 6 7 
As a registered nurse, I am confident to: 
Assess patients’ experiences in self-managing their disease 
before they are discharged 
       
Assess patients’ satisfaction with their practice of self-
managing the disease before they are discharged 
       
Assess and document patients’ self-management needs before 
they are discharged 
       
Assess and document patients’ self-management activities 
before they are discharged 
       
Apply self-management support strategies in educating COPD 
patients before they are discharged 
       
Counsel COPD patients to change their behaviour before they 
are discharged 
       
Use support from department/ hospital in educating COPD 
patients about self-management before they are discharged 
       
In my future practice, I intend to: 
Assess patients’ experiences in self-managing their disease 
before they are discharged 
       
Assess patients’ satisfaction with their practice of self-
managing the disease before they are discharged 
       
Assess and document patients’ self-management needs before 
they are discharged 
       
Assess and document patients’ self-management activities 
before they are discharged 
       
Apply self-management support strategies in educating COPD 
patients before they are discharged 
       
Counsel COPD patients to change their behaviour before they 
are discharged 
       
Use support from department/ hospital in educating COPD 
patients about self-management before they are discharged 
       
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Please return this questionnaire to the Training and Scientific Research Department or the 
General Planning Department, and receive a shopping voucher of US$ 5 as soon as possible. A 
short general summary of the findings will be developed and distributed to the hospitals and specific 
departments where you were approached. The Training and Scientific Research Department or the 
General Planning Department in your hospital will have a copy of this summary no later than May 
2012. If you have any questions or concern about this study, please contact the researcher. The 




Hong Thuy Phuong Huynh: Student/ researcher 
School of Nursing and Midwifery, Faculty of Health 
Queensland University of Technology 
Phone: (+84) 8 38538099 / (+61 7) 3138 0279 
Mobile: (+84) 908733650 / (+61) 411848327 




Thank you very much for your time and support 
 
 




Nghiên cứu này đuợc thực hiện nhằm tìm hiểu về kiến thức và thực hành của điều dưỡng Việt Nam 
trong việc giáo dục bệnh nhân bệnh phổi tắc nghẽn mạn tính (COPD) cách tự quản lý bệnh. Nghiên 
cứu này nằm trong chuơng trình học Thạc sĩ Điều dưỡng về nghiên cứu khoa học tại Đại Học Công 
Nghệ Queensland của cô Hùynh Thụy Phương Hồng. Chúng tôi rất cần đến sự hỗ trợ của các anh/chị 
bằng cách tham gia vào nghiên cứu này. Các thông tin anh/chị cung cấp thông qua việc trả lời bảng 
câu hỏi sẽ giúp chúng tôi hiểu rõ hơn về việc giáo dục bệnh nhân COPD cách tự quản lý bệnh hiện 
nay.   
 
Để tham gia nghiên cứu, anh/chị đuợc yêu cầu trả lời bảng câu hỏi về bệnh COPD, bệnh mãn tính đặc trưng 
bởi sự giới hạn thông khí không hồi phục hoặc hồi phục một phần, việc giáo dục sức khỏe và giáo dục cách 
tự quản lý bệnh cho bệnh nhân COPD. Anh/chị cần khỏang 30 phút để hòan tất bảng câu hỏi này. Việc 
hòan thành và gởi trả lại bảng câu hỏi chứng tỏ rằng anh/chị đồng ý tham gia vào nghiên cứu này.  Việc 
tham gia nghiên cứu là hòan toàn tự nguyện. Việc không tham gia nghiên cứu sẽ không gây bất kỳ ảnh 
hưởng nào đến mối quan hệ của anh/chị đối với bệnh viện mà anh/chị đang công tác cũng như Đại Học Y 
Dược TP. HCM và Đại Học Công Nghệ Queensland.  
 
Nếu anh/chị quyết định tham gia nghiên cứu, xin anh/chị trả lời đầy đủ các câu hỏi và cung cấp càng nhiều 
thông tin càng tốt.   
 
Xin chân thành cảm ơn 
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PHẦN 1:  
 
 
Hiện tại anh/chị có chăm sóc ít nhất một bệnh nhân COPD mỗi tuần không? 
 Có    Không 
 
(*) COPD là bệnh mãn tính đặc trưng bởi tình trạng giới hạn thông khí không hồi phục hoặc chỉ hồi 
phục một phần. Dựa vào mục đích bảng câu hỏi, “bệnh nhân COPD” được định nghĩa là bệnh nhân 
nhập viện do một hoặc một trong những nguyên nhân ban đầu là COPD.  
 
 
Nếu anh/chị trả lời “Có”, xin anh/chị tiếp tục trả lời câu hỏi phần 2.  
Nếu câu trả lời của anh/chị là “Không”, anh/ chị không cần phải tiếp tục trả lời bảng câu hỏi này. Xin 
chân thành cảm ơn anh/chị đã dành thời gian tham gia nghiên cứu này.  
 
 
PHẦN 2 (Bắt buộc hoàn thành):  
Phần này yêu cầu anh/chị trả lời một cách tổng quát những câu hỏi về thông tin cá nhân và việc giáo 
dục sức khỏe cho bệnh nhân COPD. Tuổi  .......................... năm 
13. Giới tính  Nam      Nữ 
14. Chuyên môn điều dưỡng của anh/chị?? 
 Điều duỡng hành nghề 
 Điều duỡng tập sự 
15. Trình độ điều duỡng cao nhất? 
 Điều duỡng đào tạo 2 năm 
 Điều duỡng đào tạo 3 năm 
 Cử nhân điều dưỡng 
 Thạc sĩ 
16. Anh/chị hành nghề điều duỡng bao lâu? 
 < 12 tháng 
 1 – 5 năm 
 ≥ 6 năm 
17. Anh/chị chăm sóc thường xuyên(*) cho bệnh nhân COPD bao lâu? 
(*) Chăm sóc thường xuyên được định nghĩa là chăm sóc ít nhất một bệnh nhân COPD hàng tuần  
 < 12 tháng 
 1 – 5 năm 
 ≥ 6 năm 
18. Anh/chị có giáo dục sức khỏe cho bệnh nhân COPD trước khi xuất viện không? 
 Có 
 Không 
Nếu anh/chị trả lời “Không” ở câu hỏi số 7, xin anh/chị chuyển sang phần 3 của bộ câu hỏi 
(trang 4). Nếu anh/chị trả lời “Có” ở câu hỏi số 7, xin anh/chịtiếp tục trả lời câu hỏi số 8 cho 
đến hết phần 1 và sang phần 2 như trình tự 
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20. Nếu anh/chị trả lời “Có” ở câu hỏi số 8, làm thế nào anh/chị xác định đuợc kiến thức của họ?  
 Đặt câu hỏi cho bệnh nhân COPD 
 Lắng nghe và trả lời những câu hỏi của bệnh nhân COPD 
 Khác – Xin nêu rõ: 
_____________________________________ 
21. Anh/chị có xác định kiến thức hiện có về cách tự quản lý bệnh của bệnh nhân COPD truớc khi 
giáo dục sức khỏe không? 
 Có 
 Không 
22. Nếu anh/chị trả lời “Có” ở câu hỏi số 10, làm thế nào anh/chị xác định đuợc kiến thức của họ? 
23.  Đặt câu hỏi cho bệnh nhân COPD 
24.  Lắng nghe và trả lời những câu hỏi của bệnh nhân COPD 
25.  Khác – Xin nêu rõ: 
_______________________________ 
26. Anh/chị đề cập đến những vấn đề nào sau đây khi giáo dục sức khỏe cho bệnh nhân COPD 
(Anh/chị có thể chọn nhiều đáp án)? 
 Định nghĩa về COPD 
 Những yếu tố nguy cơ dẫn đến và/hoặc làm cho tình trạng bệnh nhân COPD nặng thêm 
 Triệu chứng thông thường của COPD 
 Tăng tiết đàm trong COPD  
 Khó thở trong COPD 
 Đợt cấp COPD 
 Hút thuốc lá 
 Bài tập thể dục cho bệnh nhân COPD 
 Chủng ngừa: cúm và/hoặc viêm phổi 
 Thuốc giãn phế quản 
 Thuốc kháng sinh 
 Thuốc steroid 
 Khác – Xin nêu rõ: _______________________________ 
14. Anh.chị sử dụng những nguồn thông tin nào khi giáo dục cho bệnh nhân COPD (Anh/chị có thể 
chọn nhiều đáp án)? 
 Kiến thức thu thập được trong quá trình học điều dưỡng 
 Kiến thức thu thập được từ đồng nghiệp  
 Kinh nghiệm thu thập được trong quá trình làm điều dưỡng 
 Các hướng dẫn của bệnh viện 
 Huớng dẫn của GOLD (2010) về quản lý bệnh COPD 
 Các nghiên cứu khoa học 
 Khác – xin nêu rõ: 
_____________________________________ 
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PHẦN 3:  
Phần câu hỏi này đề cập đến những khóa huấn luyện về giáo dục sức khỏe cho bệnh nhân bệnh mãn 
tính mà anh/chị đã hòan thành.  
 
1. Anh/chị đã từng tham gia khóa huấn luyện nào về giáo dục sức khỏe cho bệnh nhân bệnh 
mãn tính chưa? 
 Có 
 Không 
Nếu anh/chị trả lời “KHÔNG”,xin anh/chị chuyển sang trả lời phần 4 (trang 6). Nếu anh/chị trả lời 
“CÓ”, xin tiếp tục hòan thành phần câu hỏi này. Xin hãy chọn khóa học mà anh/chị đã hòan thành 
(anh/chị có thể chọn nhiều đáp án) và trả lời câu hỏi của từng đáp án  
2. Khóa học đã hòan thành 
 
 
 Các khóa học khi 
học trung học 
điều dưỡng 
 
 Các khóa học khi học cao 
đẳng điều dưỡng 
 Các khóa học khi học đại 
học điều dưỡng 
Xin cho biết tên 



















Khóa học diễn 
ra tổng cộng 








Ai là người 
giảng dạy khóa 
học này? 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều 
dưỡng 




 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
Theo anh/chị 
khóa học này 
cóa lợi ích như 
thế nào đối với 
việc giáo dục 
sức khỏe cho 
bệnh nhân 




Không ích lợi Rất có ích 
__________ 
_________________ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
_________________________
___ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
_________________________
___ 
1 2 3 4 5 6 7 
Anh chị áp 
dụng những 
kiến thức từ 
khóa học này ở 




Không bao giờ Luôn luôn 
_________________________
___ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
_________________________
___ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
_________________________
___ 
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2. Khóa học đã hòan thành (tiếp theo) 
  Các khóa học tại 
bệnh viện 
 Khác – xin nêu rõ: 
__________________ 
 Khác – xin nêu rõ: 
__________________ 
Xin cho biết 



































 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều 
dưỡng 




 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
Theo anh/chị 
khóa học này 
có lợi ích như 
thế nào đối 
với việc giáo 







Không ích lợi Rất có ích 
____________________________ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
_________________________ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
_______________ 
____________ 
1 2 3 4 5 6 7 
Anh chị áp 
dụng những 
kiến thức từ 
khóa học này 





Không bao giờ Luôn luôn 
____________________________ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
_________________________ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
____________________________ 
1 2 3 4 5 6 7 
Anh/chị tham gia những khóa học này bởi vì: (anh/chị có thể chọn nhiều đáp án) 
 Bản thân anh/chị muốn tham gia 
 Đồng nghiệp khuyên anh/chị tham gia 
 Bệnh viện yêu cầu anh/chị tham gia 
 Điều dưỡng trưởng yêu cầu anh/chị tham gia 
 Bác sĩ yêu cầu anh/chị tham gia 
 Khác – xin nêu rõ: 
__________________________________________________________________________ 
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Sau khi tham dự những khóa học này các kết quả mà anh.chị thấy mình đã đạt được là: (anh/chị có thể 
chọn nhiều đáp án) 
 Thêm kiến thức để hỗ trợ cho việc giáo dục bệnh nhân bệnh mãn tính 
 Thêm kỹ năng để hỗ trợ cho việc giáo dục bệnh nhân bệnh mãn tính 
 Có bằng chứng hỗ trợ cho việc giáo dục bệnh nhân bệnh mãn tính 
 Dự định giáo dục bệnh nhân bệnh mãn tính  
 Thay đổi thái độ về  giáo dục bệnh nhân bệnh mãn tính 
 Tự tin hơn khi giáo dục bệnh nhân bệnh mãn tính 
 Khác – xin nêu rõ: 
__________________________________________________________________________ 
PHẦN 4: 
PhẦn 3 đề cập đến những khóa học về giáo dục sức khỏe cho bệnh nhân bệnh mãn tính khác nhau. 
Phần 4 tập trung vào những khóa học chuyên biệt về giáo dục bệnh nhân COPD cách tự quản lý 
bệnh.  
 
1. Anh/chị đã từng tham gia khóa huấn luyện nào về giáo dục sức khỏe cho bệnh nhân COPD 
cách tự quản lý bệnh chưa? 
 Có 
 Không 
Nếu anh/chị trả lời “KHÔNG”,xin anh/chị chuyển sang trả lời phần 5 (trang 8). Nếu anh/chị trả lời 
“CÓ”, xin tiếp tục hòan thành phần câu hỏi này. Xin hãy chọn khóa học mà anh/chị đã hòan thành 
(anh/chị có thể chọn nhiều đáp án) và trả lời câu hỏi của từng đáp án. 
2. Khóa học đã hòan thành 
  Các khóa 




 Các khóa học khi học cao 
đẳng điều dưỡng 
 Các khóa học khi học đại 
học điều dưỡng 
Xin cho biết tên khóa 


















Khóa học diễn ra 










Ai là người giảng dạy 
khóa học này? 
 Bác sĩ 
 Điều 
dưỡng 
 Cả bác sĩ và 
điều dưỡng 




 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
Theo anh/chị khóa 
học này có lợi ích 
như thế nào đối với 
việc giáo dục sức 
khỏe cho bệnh nhân 
bệnh mãn tính? 
 
Không ích lợi Rất có ích 
_________________________
___ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
________________
___ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
_________________________
___ 
1 2 3 4 5 6 7 
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Anh chị áp dụng 
những kiến thức từ 





Không bao giờ Luôn luôn 
_________________________
___ 
1 2 3 4 5 6 7 
 
Kh g bao giờ Luôn luôn 
________________
___ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
_________________________
___ 
1 2 3 4 5 6 7 
 
 
2. Khóa học đã hòan thành 
  Các khóa học 
tại bệnh viện 
 Khác – xin nêu rõ: 
__________________ 
 Khác – xin nêu rõ: 
__________________ 
Xin cho biết tên 



















Khóa học diễn 
ra tổng cộng 








Ai là người 
giảng dạy khóa 
học này? 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và 
điều dưỡng 




 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
 Bác sĩ 
 Điều dưỡng 
 Cả bác sĩ và điều dưỡng 
 Khác – xin nêu rõ: 
 __________________ 
Theo anh/chị 
khóa học này 
cóa lợi ích như 
thế nào đối với 
việc giáo dục 
sức khỏe cho 
bệnh nhân 




Không ích lợi Rất có ích 
____________________________ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
________________________ 
1 2 3 4 5 6 7 
 
Không ích lợi Rất có ích 
____________________________ 
1 2 3 4 5 6 7 
Anh chị áp 
dụng những 
kiến thức từ 
khóa học này ở 




Không bao giờ Luôn luôn 
____________________________ 
1 2 3 4 5 6 7 
 
Kh g bao giờ Luôn luôn 
________________________ 
1 2 3 4 5 6 7 
 
Không bao giờ Luôn luôn 
____________________________ 
1 2 3 4 5 6 7 
Anh/chị tham gia những khóa học này bởi vì: (anh/chị có thể chọn nhiều đáp án) 
 Bản thân anh/chị muốn tham gia 
 Đồng nghiệp khuyên anh/chị tham gia 
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 Bệnh viện yêu cầu anh/chị tham gia 
 Điều dưỡng trưởng yêu cầu anh/chị tham gia 
 Bác sĩ yêu cầu anh/chị tham gia 
 Khác – xin nêu rõ: 
__________________________________________________________________________ 
 
Sau khi tham dự những khóa học này các kết quả mà anh.chị thấy mình đã đạt được là: (anh/chị có thể 
chọn nhiều đáp án) 
 Thêm kiến thức để hỗ trợ cho việc giáo dục bệnh nhân COPD 
 Thêm kỹ năng để hỗ trợ cho việc giáo dục bệnh nhân COPD 
 Có bằng chứng hỗ trợ cho việc giáo dục bệnh nhân COPD 
 Dự định giáo dục bệnh nhân COPD  
 Thay đổi thái độ về giáo dục bệnh nhân COPD 
 Tự tin hơn khi giáo dục bệnh nhân COPD 
 Khác – xin nêu rõ: 
___________________________________________________________________________ 
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PHẦN 5 (Bắt buộc hoàn thành):  
 
Phần câu hỏi này muốn tìm hiểu về người mà  anh/chị cho là có ảnh hưởng lớn nhất đến việc anh/chị 
giáo dục bệnh nhân COPD cách tự quản lý bệnh. Xin anh/chị chọn đáp án mà anh/chị cho là đúng ý 
anh/chị nhất (anh/chị có thể chọn nhiều đáp án – điều này có nghĩa là có thể có nhiều người ảnh 
hưởng lên anh/chị trong việc giáo dục cho bệnh nhân COPD cách tự quản lý bệnh)  
 
 
Người mà anh/chị 
cho là có ảnh hưởng 
nhất đến việc anh/chị 
giáo dục bệnh nhân 
COPD cách tự quản 
lý bệnh (anh/chị 
chọn duy nhất 1 đáp 
án) 
 Bác sĩ  Điều dưỡng 
trưởng 
 Đồng nghiệp 
điều dưỡng  
 Khác – xin nêu 
rõ 
______________ 
Người này có ảnh 
huởng như thế nào 
lên việc giáo dục 
bệnh nhân COPD 
cách tự quản lý 
bệnh mà anh/chị 
đang thực hiện? 
 
Không Rất  
ảnh hưởng ảnh hưởng  
_______________________ 
1 2 3 4 5 6 7 
 
Không Rất  
ảnh hưởng ảnh hưởng  
_______________________ 
1 2 3 4 5 6 7 
 
Không Rất  
ảnh hưởng ảnh hưởng  
_______________________ 
1 2 3 4 5 6 7 
 
Không Rất  
ảnh hưởng ảnh hưởng  
_______________________ 
1 2 3 4 5 6 7 
Bằng cách nào 
người này ảnh 
huởng lên việc giáo 
dục bệnh nhân 
COPD cách tự quản 
lý bệnh mà anh/chị 
đang thực hiện? 
 Khuyến khích 
 Ra y lệnh 
 Thảo luận 
 Khác – xin nêu 
rõ:       
_____________ 
 
 Khác – xin nêu 
rõ: 
       _____________ 
  Không ảnh 
hưởng  
 Khuyến khích 
 Ra y lệnh 
 Thảo luận 
 Khác – xin nêu 
rõ:       
_____________ 
 
 Khác – xin nêu 
rõ: 
       _____________ 
  Không ảnh 
hưởng  
 Khuyến khích 
 Ra y lệnh 
 Thảo luận 
 Khác – xin nêu 
rõ:       
_____________ 
 
 Khác – xin nêu 
rõ: 
       _____________ 
  Không ảnh 
hưởng  
 Khuyến khích 
 Ra y lệnh 
 Thảo luận 
 Khác – xin nêu 
rõ:       
_____________ 
 
 Khác – xin nêu 
rõ: 
       _____________ 
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PHẦN 6 (Bắt buộc hoàn thành):  
Phần câu hỏi này khảo sát kiến thức của anh/chị về COPD. Anh/ chị có 3 lựa chọn để trả lời phần câu 









Về bệnh COPD    
Trong bệnh phổi tắc nghẽn mãn tính, từ “mãn tính” cho thấy tình trạng rất nặng    
COPD chỉ có thể được xác định bằng những bài kiểm tra hô hấp    
Bệnh COPD dần dần tiến triển nặng theo thời gian    
Đối với bệnh COPD nồng độ oxy trong máu bệnh nhân luôn thấp    
COPD không phổ biến ở bệnh nhân dưới 40 tuổi    
    
COPD    
Hơn 80% số ca mắc bệnh COPD có nguyên nhân gây bệnh từ hút thuốc lá    
Phơi nhiễm bụi nghề nghiệp có thể gây bệnh COPD    
Hen suyễn kéo dài có thể phát triển thành COPD    
Thông thường COPD là một bệnh di truyền    
Phụ nữ thường ít bị ảnh hưởng bởi thuốc lá hơn nam giới    
    
Những triệu chứng thường gặp ở bệnh COPD    
Phù mắt cá chân    
Mệt mỏi    
Khò khè    
Đau ngực    
Sút cân nhanh    
    
Khó thở trong COPD    
Tình trạng khó thở nặng ngăn cản việc bệnh nhân đi lại bằng máy bay    
Tình trạng khó thở có thể trở nên nặng hơn khi ăn quá no    
Khó thở có nghĩa là nồng độ oxy thấp    
Tình trạng khó thở là phản ứng thông thường khi tập thể dục    
Ban đầu khó thở thường bị gây ra do hẹp các ống phế quản    
    
Đàm nhớt    
Ho có đàm là một triệu chứng thông thường của COPD    
Việc làm sạch đàm sẽ trở nên khó khăn nếu bệnh nhân thiếu nước    
Thuốc giãn phế quản có thể giúp làm sạch đàm    
Đàm sẽ gây hại nếu nuốt    
Các bài tập hô hấp có thể hỗ trợ việc làm sạch đàm    
    
Nhiễm trùng/ Đợt cấp COPD    
Tình trạng nhiễm trùng thường dẫn đến ho ra máu    
Khi tình trạng nhiễm trùng xuất hiện, đàm thường có màu (vàng hoặc xanh)    
Đợt cấp (giai đoạn trở nặng) có thể xuất hiện mà không kèm theo nhiễm trùng    
Tình trạng nhiễm trùng thường đi kèm với sốt    
Thuốc viên steroid nên được sử dụng bất cứ khi nào xảy ra đợt cấp    








Tập thể dục đối với COPD 
   
Đi bộ tốt hơn các bài tập thở trong việc cải thiện tình trạng sức khỏe    
Cần tránh tập thể dục vì có thể làm phổi hoạt động gắng sức    
Tập thể dục có thể giúp duy trì mật độ xương    
Tập thể dục giúp giải thoát khỏi sự chán nản    
Ngưng tập thể dục nếu bệnh nhân bị khó thở    
    
Hút thuốc lá    
Ngưng hút thuốc sẽ làm giảm nguy cơ bệnh tim mạch    
Ngưng hút thuốc sẽ làm chậm lại quá trình tổn hại ở phổi    
Biện pháp ngưng hút thuốc không có ý nghĩa trong quản lý bệnh vì sự tổn hại 
đã xuất hiện 
   
Ngưng hút thuốc thường có tác dụng trong việc cải thiện chức năng phổi    
Liệu pháp thay thế nicotine (trong cai thuốc lá) phải được bác sĩ kê toa    
    
Chủng ngừa    
Một mũi tiêm phòng ngừa cúm được khuyến cáo mỗi năm    
Bệnh nhân vẫn có thể bị cúm sau khi tiêm ngừa    
Chỉ bệnh nhân từ 65 tuổi trở lên cần tiêm ngừa cúm    
Một mũi tiêm ngừa viêm phổi có khả năng phòng ngừa tất cả các thể viêm phổi    
Bệnh nhân có thể tiêm ngừa viêm phổi và cúm trong cùng 1 ngày    
    
Thuốc giãn phế quản dạng hít    
Tất cả thuốc giãn phế quản có tác dụng nhanh (trong vòng 10 phút)    
Cà 2 loại thuốc giãn phế quản tác dụng nhanh và chậm có thể dùng trong 1 
ngày 
   
Ống nối (e.g. bình hít định liều) nên được lau khô sau khi rửa    
Sử dụng ống nối sẽ làm tăng lượng thuốc hấp thu vào phổi    
Thuốc giãn phế quản có thể gây ra tác dụng phụ là những cơn run ở bệnh nhân    
    
Kkháng sinh điều trị trong COPD    
Để đạt hiệu quả, việc điều trị cần kéo dài ít nhất 10 ngày    
Việc sử dụng kháng sinh quá mức có thể dẫn đến vi khuẩn kháng thuốc    
Kháng sinh sẽ điều trị dứt điểm tình trạng nhiễm trùng    
Điều trị kháng sinh là cần thiết đối với đợt cấp COPD    
Bệnh nhân cần được lưu ý hướng dẫn khi kháng sinh gây ra tình trạng tiêu chảy 
nặng 
   
    
Thuốc viên steroid sử dụng cho COPD (vd. prednisolone)    
Thuốc viên steroid giúp tăng cường sức mạnh của cơ    
Tránh sử dụng thuốc viên steroid nếu có nhiễm trùng lồng ngực    
Nguy cơ bị ảnh hưởng bởi tác dụng phụ của việc sử dụng steroid kéo dài sẽ ít 
hơn 
khi sử dụng trong thời gian ngắn so với việc điều trị liên tục 
   
Chứng khó tiêu là một tác dụng phụ thường gặp khi sử dụng thuốc viên steroid    
Thuốc viên steroid có thể làm tăng sự thèm ăn    
    







Steroid dạng hít (nâu, đỏ hoặc cam)    
Steroid dạng hít nên ngưng nếu bệnh nhân được kê toa steroid dạng viên    
Steroid dạng hít có thể được sử dụng nhằm giảm nhanh tình trạng khó thở    
Dụng cụ nối có thể làm giảm nấm Candida ở miệng    
Steroid dạng hít nên được dùng trước giãn phế quản    
Steroid dạng hít cải thiện chức năng phổi trong COPD    
 
PHẦN 7 (Bắt buộc hoàn thành): 
Phần câu hỏi này yêu cầu anh/chị tự đánh giá việc giáo dục sức khỏe cho bệnh nhân COPD mà 
anh/chị đang thực hiện. Anh/chị sẽ dùng thang đo từ 1 đến 7 với 1 tương đương là “Không bao giờ 
thực hiện”, 4 tương đương là “Thỉnh thoảng” và 7 tương đương là “Luôn luôn thực hiện” để tự 
đánh giá việc anh/chị giáo dục sức khỏe cho bệnh nhân COPD. Để hoàn thành phần này, các anh/chị 
sẽ ước lượng tần suất thực hiện các hoạt động được nêu ra và sử dụng thang điểm này để đánh giá. 
 
Ví dụ 1: Các anh/chị phải chăm sóc trung bình 7 bệnh nhân COPD mỗi tuần, nếu anh/chị thực hiện 
việc giáo dục cho tất cả 7 bệnh nhân thì các anh chị cho điểm 7. Nếu anh/chị không giáo dục cho bất 
cứ bệnh nhân nào thì anh/chị cho điểm 1. Nếu anh/chị giáo dục cho 1 đến 2 bệnh nhân thì anh/chị cho 
điểm 2. Tương tự, 3 bệnh nhân sẽ tương ứng với điểm 3, 4 bệnh nhân tương ứng với điểm 4, 5 bệnh 
nhân tương ứng với điểm 5, và 6 bệnh nhân tương ứng với điểm 6. 
 
Ví dụ 2:  Tương tự ví dụ 1 nhưng nếu anh/chị phải chăm sóc trung bình 10 bệnh nhân COPD mỗi 
tuần, khi anh/chị thực hiện việc giáo dục cho tất cả 10 bệnh nhân thì các anh chị cho điểm 7. Nếu 
anh/chị không giáo dục cho bất cứ bệnh nhân nào thì anh/chị cho điểm 1. Nếu anh/chị giáo dục cho 1 
đến 2 bệnh nhân thì anh/chị cho điểm 2. Tương tự, 2-3 bệnh nhân sẽ tương ứng với điểm 3; 4-5 bệnh 
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Luôn luôn 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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 1 2 3 4 5 6 7 
Tần suất anh/chị thực hiện việc:        
Áp dụng học thuyết vào việc giáo dục bệnh nhân        
Tạo môi trường hỗ trợ tích cực cho việc học        
Thiết lập mối quan hệ giao tiếp với bệnh nhân        
Sử dụng giao tiếp phi ngôn ngữ một cách hợp lý        
Lắng nghe và trả lời bệnh nhân        
Xác định cách tiếp nhận thông tin của từng bệnh nhân        
Đánh giá sự hào hứng thu nhận thông tin ở bệnh nhân        
Giáo dục sức khỏe đáp ứng với nhu cầu học ở mỗi cá nhân 
người bệnh 
       
Xác định cách giao tiếp của từng bệnh nhân        
Xác định nhu cầu học tập của từng cá nhân bệnh nhân        
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Xác định thứ tự ưu tiên về nhu cầu học         
Cung cấp nhiều chiến lược hỗ trợ bệnh nhân học tập        
Gíup bệnh nhân trình bày rõ ràng những câu hỏi về kiến thức 
mà họ cần phải biết 
       
Đánh giá mức độ hiểu của bệnh nhân về những thông tin 
được cung cấp 
       
Điều chỉnh việc giáo dục dựa vào sự thay đổi nhu cầu học 
của bệnh nhân trong suốt quá trình kéo dài bệnh  COPD  
       
Xác định những rào cản có thể ảnh hưởng đến việc bệnh 
nhân sẵn sàng học tập 
       
Nhận biết được những ảnh hưởng cảm xúc do bệnh gây ra 
đến việc học 
       
Điều chỉnh việc giáo dục dựa vào những yếu tố về văn hóa có 
thể ảnh hưởng đến việc học của bệnh nhân 
       
Điều chỉnh các chiến lược giảng dạy dựa trên nhu cầu học 
theo độ tuổi 
       
Phối hợp cùng gia đình/ người chăm sóc trong quá trình 
hướng dẫn bệnh nhân  
























PHẦN 8 (Bắt buộc hoàn thành): 
Phần câu hỏi này yêu cầu anh/chị tự đánh giá việc giáo dục bệnh nhân COPD cách tự quản lý bệnh. 
Anh/chị sẽ dùng thang đo từ 1 đến 7 với 1 tương đương là “Không bao giờ thực hiện”, 4 tương 
đương là “Thỉnh thoảng” và 7 tương đương là “Luôn luôn thực hiện” để tự đánh giá việc anh/chị 
giáo dục sức khỏe cho bệnh nhân COPD cách tự quản lý bệnh. Để hoàn thành phần này, các anh/chị 
sẽ ước lượng tần suất thực hiện các hoạt động được nêu ra  và sử dụng thang điểm này để đánh giá. 
 
Ví dụ 1: Các anh/chị phải chăm sóc trung bình 7 bệnh nhân COPD mỗi tuần, nếu anh/chị thực hiện 
việc giáo dục cho tất cả 7 bệnh nhân thì các anh chị cho điểm 7. Nếu anh/chị không giáo dục cho bất 
cứ bệnh nhân nào thì anh/chị cho điểm 1. Nếu anh/chị giáo dục cho 1 đến 2 bệnh nhân thì anh/chị cho 
điểm 2. Tương tự, 3 bệnh nhân sẽ tương ứng với điểm 3, 4 bệnh nhân tương ứng với điểm 4, 5 bệnh 
nhân tương ứng với điểm 5, và 6 bệnh nhân tương ứng với điểm 6. 
 
Ví dụ 2:  Tương tự ví dụ 1 nhưng nếu anh/chị phải chăm sóc trung bình 10 bệnh nhân COPD mỗi 
tuần, khi anh/chị thực hiện việc giáo dục cho tất cả 10 bệnh nhân thì các anh chị cho điểm 7. Nếu 
anh/chị không giáo dục cho bất cứ bệnh nhân nào thì anh/chị cho điểm 1. Nếu anh/chị giáo dục cho 1 
đến 2 bệnh nhân thì anh/chị cho điểm 2. Tương tự, 2-3 bệnh nhân sẽ tương ứng với điểm 3; 4-5 bệnh 
nhân tương ứng với điểm 4; 6-7 bệnh nhân tương ứng với điểm 5; và 8-9 bệnh nhân tương ứng với 
điểm 6. 
 




 1 2 3 4 5 6 7 
Tần suất anh/chị thực hiện việc:        
Đánh giá kinh nghiệm của bệnh nhân COPD trong việc tự 
quản lý bệnh        
Đánh giá sự hài lòng của bệnh nhân COPD trong việc tự quản 
lý bệnh        
Đánh giá và ghi nhận nhu cầu của bệnh nhân COPD trong việc 
tự quản lý bệnh        
Đánh giá và ghi nhận những họat động của bệnh nhân COPD 
trong việc tự quản lý bệnh        
Hướng dẫn bệnh nhân những kỹ năng đối phó với bệnh        
Huớng dẫn bệnh nhân COPD tự theo dõi các triệu chứng thông 
thuờng của bệnh COPD như: 
 Khó thở .............................................................. 
 Ho mãn tính ....................................................... 
 Tăng tiết đàm ..................................................... 
 Khò khè và nặng ngực ....................................... 
 Sụt cân ............................................................... 
 Biếng ăn ............................................................. 
 Lo âu .................................................................. 







































































Huớng dẫn bệnh nhân COPD tự theo dõi và luợng giá liên tục 
về: 
f) Phơi nhiễm với các yếu tố nguy cơ 
 Các yếu tố nguy cơ có thể bị phơi nhiễm từ lần 
nhập viện gần nhất ............................................. 
 Hút thuốc lá: chủ động/ thụ động ....................... 
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 Môi trường sống ................................................  
g) Diễn tiến bệnh COPD và sự xuất hiện các biến chứng  
 Khối lượng công việc có thể thực hiện trước khi 
khó thở xảy ra ....................................................  
 Tình trạng khó thở diễn tiến xấu đi, có cải thiện 
hoặc không thay đổi từ lần nhập viện gần nhất ..  
 Giảm họat động do khó thở và các triệu chứng 
khác ....................................................................  
 Các triệu chứng diễn tiến xấu đi từ lần nhập 
viện gần nhất ......................................................  
 Giấc ngủ bị gián đọan do khó thở hoặc các triệu 
chứng lồng ngực ................................................  
h) Pharmacotherapy and other medical treatment  
 Thuốc đang sử dụng ...........................................  
 Số lần dùng thuốc ..............................................  
 Liều thông thường .............................................  
 Lịch sử dụng thuốc ............................................  
 Cách sử dụng bình hít ........................................  
 Các lọai thuốc hoặc phương pháp chữa trị khác  
 Hiệu quả chữa trị trong việc kiểm sóat triệu 
chứng .................................................................  
 Những vấn đề phát sinh khi đang điều trị ..........  
i) Bệnh sử xuất hiện đợt cấp 
 Thời gian hoặc thời điểm các triệu chứng diễn 
tiến nặng hơn bình thường kể từ lần nhập viện 
gần nhất .............................................................  
 Khỏang thời gian mỗi lần và/ hoặc thời điểm 
xuất hiện đợt cấp ................................................  
j) Bệnh cảnh khác 
 Bệnh cảnh khác cùng xảy ra từ lần nhập viện 



















































































































































































































Hướng dẫn bệnh nhân COPD biết cách tự khen thưởng bản 
thân khi sống chung với bệnh COPD 
       
Hỗ trợ bệnh nhân COPD  thay đổi môi trường sống và làm 
việc 
d) Hạn chế hoặc làm giảm sự phơi nhiễm đối với khói 
thuốc lá 
 Khuyên bệnh nhân hạn chế đến những nơi có 
nhiều nguời hút thuốc 
e) Hạn chế hoặc làm giảm sự phơi nhiễm đối với  khói 
bụi nghề nghiệp và hóa chất 
 Khuyên bệnh nhân sử dụng dụng cụ bảo vệ hô 
hấp trong khu vực làm việc 
f) Hạn chế hoặc làm giảm sự phơi nhiễm đối với ô nhiễm 
không khí bên ngòai và bên trong nhà 
 Đảm bảo đủ thông khí nếu sử dụng nhiều 
nguyên liệu chất đốt khi nấu ăn và sưởi ấm 
 Khuyên bệnh nhân tránh tập thể dục bên ngòai 
tại những thời điểm ô nhiễm không khí cao 
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Giúp bệnh nhân COPD thiết lập các hỗ trợ xã hội        
Tư vấn cho bệnh nhân COPD thay đổi hành vi không tốt cho 
sức khỏe như hút thuốc lá        
Huớng dẫn bệnh nhân COPD về cách thiết lập mục tiêu 
chuyên biệt và vừa phải nhằm thay đổi hành vi        
Sử dụng sự hỗ trợ từ khoa phòng/ bệnh viện trong việc giáo 





PHẦN 9 (Bắt buộc hoàn thành): 
Trong phần câu hỏi này, anh/chị sẽ  dùng thang đo từ 1 đến 7 với 1 có nghĩa là  “Hòan tòan đồng ý” 
và 7 có nghĩa là “Hòan tòan không đồng ý” để trả lời câu hỏi. 


















1 2 3 4 5 6 7 
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Tôi nghĩ việc....... là tốt:        
Đánh giá kinh nghiệm của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá sự hài lòng của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá và ghi nhận nhu cầu của bệnh nhân COPD 
trong việc tự quản lý bệnh 
       
Đánh giá và ghi nhận những họat động của bệnh 
nhân COPD trong việc tự quản lý bệnh 
       
Áp dụng những chiến lược hỗ trợ bệnh nhân cách tự 
quản lý bệnh khi giáo dục cho bệnh nhân COPD 
       
Tư vấn cho bệnh nhân COPD thay đổi hành vi không 
tốt cho sức khỏe   
       
Sử dụng sự hỗ trợ từ khoa phòng/ bệnh viện trong 
việc giáo dục bệnh nhân COPD cách tự quản lý bệnh 
       
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Anh/chị tin rằng người mà anh/chị trả lời ở phần 5 là có sự ảnh hưởng đến việc anh/chị giáo 
dục bệnh nhân COPD cách tự quản lý bệnh nghĩ rằng anh/chị nên: 
Đánh giá kinh nghiệm của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá sự hài lòng của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá và ghi nhận nhu cầu của bệnh nhân COPD 
trong việc tự quản lý bệnh 
       
Đánh giá và ghi nhận những họat động của bệnh 
nhân COPD trong việc tự quản lý bệnh 
       
Áp dụng những chiến lược hỗ trợ bệnh nhân cách tự 
quản lý bệnh khi giáo dục cho bệnh nhân COPD 
       
Tư vấn cho bệnh nhân COPD thay đổi hành vi không 
tốt cho sức khỏe   
       
Sử dụng sự hỗ trợ từ khoa phòng/ bệnh viện trong 
việc giáo dục bệnh nhân COPD cách tự quản lý bệnh 
       
Là một điều dưỡng, tôi cảm thấy tự tin khi thực hiện việc: 
Đánh giá kinh nghiệm của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá sự hài lòng của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá và ghi nhận nhu cầu của bệnh nhân COPD 
trong việc tự quản lý bệnh 
       
Đánh giá và ghi nhận những họat động của bệnh 
nhân COPD trong việc tự quản lý bệnh 
       
Áp dụng những chiến lược hỗ trợ bệnh nhân cách tự 
quản lý bệnh khi giáo dục cho bệnh nhân COPD 
       
Tư vấn cho bệnh nhân COPD thay đổi hành vi không 
tốt cho sức khỏe   
       
Sử dụng sự hỗ trợ từ khoa phòng/ bệnh viện trong 
việc giáo dục bệnh nhân COPD cách tự quản lý bệnh 
       
Trong tương lai, tôi dự định sẽ: 
Đánh giá kinh nghiệm của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
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Đánh giá sự hài lòng của bệnh nhân COPD trong 
việc tự quản lý bệnh 
       
Đánh giá và ghi nhận nhu cầu của bệnh nhân COPD 
trong việc tự quản lý bệnh 
       
Đánh giá và ghi nhận những họat động của bệnh 
nhân COPD trong việc tự quản lý bệnh 
       
Áp dụng những chiến lược hỗ trợ bệnh nhân cách tự 
quản lý bệnh khi giáo dục cho bệnh nhân COPD 
       
Tư vấn cho bệnh nhân COPD thay đổi hành vi không 
tốt cho sức khỏe   
       
Sử dụng sự hỗ trợ từ khoa phòng/ bệnh viện trong 
việc giáo dục bệnh nhân COPD cách tự quản lý bệnh 





Xin hãy gởi trả bộ câu hỏi đã hòan thành cho phòng Nghiên Cứu Khoa Học hoặc phòng Kế 
Họach Tổng Hợp, và nhận ngay một phiếu mua hàng trị giá 100.000VNĐ càng sớm càng tốt. 
Một bảng tóm tắt ngắn về kết quả nghiên cứu sẽ gởi lại cho bệnh viện và khoa phòng nơi anh/chị làm 
việc. Phòng Nghiên Cứu Khoa Học hoặc phòng Kế Họach Tổng Hợp nơi bệnh viện anh/chị làm việc 
sẽ nhận đuợc bảng tóm tắt này trong tháng 5 năm 2012. Nếu anh/chị có bất cứ câu hỏi nào liên quan 




Hùynh Thụy Phương Hồng: Sinh viên/ Ngừơi nghiên cứu 
Trường Điều Dưỡng và Nữ Hộ Sinh, Khoa Sức Khỏe 
Đại học Công Nghệ Queensland 
ĐT: (+84) 8 38538099 / (+61 7) 3138 0279 
DĐ: (+84) 908733650 / (+61) 411848327 
Email: thuy.huynh@student.qut.edu.au / huynhthiphuonghong@yahoo.com 
 
 
Xin chân thành cảm ơn anh/chị đã dành thời gian tham gia vào nghiên cứu 
 
